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Foreword

The United States has entered a new era in its approach to preventing

alcohol and otherdrug(AOD) problems. Americans are increasingly concerned

with wellness and health promotion; they want to know what they can do in

their communities to build a healthier society.

The Office for Substance Abuse Prevention (OSAP) was created by the Anti-

Drug Abuse Act of 1986 to lead efforts by the Federal Government to prevent

AOD problems among the Nation's citizens. To accomplish its mission, OSAP
awards prevention service demonstration grants, community partnership grants,

and communications cooperative agreements to foster multisector approaches to

AOD abuse prevention, and holds issue forums and conferences.

OSAP's goals are based on the concepts ofno use ofany illegal drug and no
illegal or high-risk use of alcohol or other legal drugs. To enhance oppor-

tunities for comprehensive approaches to prevention and intervention, OSAP
has developed a wide range of partnerships with others committed to AOD
abuse prevention, including Federal agencies, policymakers, State and com-
munity leaders, parent groups, practitioners, and educators. OSAP also has

established the National Clearinghouse for Alcohol and Drug Information

(NCADI) and the National Perinatal Addiction Prevention Resource Center

as sources of data, information, training, and technical assistance for public

policy development related to maternal AOD use.

This volume—the tenth in a series of OSAP prevention monographs—in-

cludes discussions ofthe economic and human costs ofAOD-related problems

and how these costs have led to increased Federal Government support for

AOD abuse prevention. This volume also addresses the prevention ofhuman
immunodeficiency virus (HIV) infection and the clinical epidemiology ofdrug
abuse and acquired immunodeficiency syndrome (AIDS).

The ever-expanding knowledge base derived from research initiatives

points toward more effective strategies for preventing the initial use ofalcohol

and other drugs by youth, as well as for treating AOD dependence. For

example, promising work is being done to identify risk factors in broad social

and cultural contexts—on the community level, in family history and environ-

ment, in school performance and environment, and in peer influences. Past

prevention efforts sometimes focused on individual strategies; now we are

beginning to develop a more balanced approach—one that acknowledges the

contribution of social, cultural, and economic factors in the development of

AOD problems.

Our hope for tomorrow is that further demonstrations, by OSAP grantees

and others, will provide an even broaderknowledge base from which to develop

in



more effective prevention strategies to reach populations at great risk ofAOD
problems.

By reducing risk factors and increasing resiliency factors, and by reducing

the demand for drugs, we are helping to create a healthier society. It is our

hope that the information in this volume will stimulate community initiatives

and collaborative actions aimed at eliminatingAOD problems across America.

Prevention has come of age. Together we can make a difference.

Elaine M. Johnson, Ph.D., Director

Office for Substance Abuse Prevention
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Introduction

Mary A. Jansen, Ph.D.

This prevention monograph is divided into five chapters: the first offers a
historical perspective on preventing alcohol and other drug (AOD) problems
within the United States; the second discusses the current status of AOD
prevention efforts by the Government; the third examines prevention

programs designed to reduce per capita consumption of alcohol and the

demand for illicit drugs; the fourth and fifth discuss the epidemiology ofAIDS
related to drug abuse and the prevention ofAIDS. The following paragraphs,

because oftheir importance to presentingan accurate accounting ofwhatAOD
use prevention programs have helped to accomplish, are provided for infor-

mational purposes.

From 1970 to 1979, data from the national prevalence surveys on the use
ofalcohol and other drugs showed reliable increases in current use (use during
the past month). Survey data from 1979 and the 1980s, however, revealed a

reversal of the upward trends. The 1988 National Household Survey on Drug
Abuse and the 1988 National High School Senior Survey both showed an
acceleration of this decreasing trend. The 1991 National Household Survey
confirms a decrease in the use of marijuana from the peak year of 1979 and
of cocaine from its peak in 1985. The 1990 High.School Senior Survey shows
that for the first time in the 16-year history of the annual survey, less than
half of the students surveyed have tried any illicit drug. Therefore; there is

reason for optimism about the effectiveness of AOD use prevention efforts,

particularly among adolescents and young adults. (It should be noted that

most prevention efforts are based on studies ofWhite youth that may or may
not be appropriate across cultures.)

Despite this recent progress, the sheer magnitude of the number of people

who have ever tried illicit drugs suggests that many Americans have been

involved directly or indirectly with the drug abuse problem. The effects ofdrug

dependency and chronic drug use will continue to create demand for emergen-

cy medical treatment as well as for longer term treatment programs. Even as

the general prevalence ofcurrent drug use declines, the residual effects of the

drug epidemic and the continuing effect of endemic levels of use are likely to

persist for many years.

It is interesting to note that several new prevention developments have

emerged that attempt to explain how youth become entangled in the

dangerous web ofdrug use. A very interestinghypothesis called the "stepping-

stone pathway" refers to adolescents progressing through developmental

stages ofAOD use, with each stage leading to increasingly deviant and illicit
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drugs. Initial research identified four stages ofinvolvement with alcohol and

other drugs: (1) beer and wine, (2) cigarettes or hard liquor, (3) marijuana,

and (4) other illicit drugs (having a higher abuse liability). Although sub-

sequent research has not substantiated an inevitable fixed sequence for all

populations, the stepping-stone concept has been verified as a common risk

pattern. Further, just as starting to use an illicit drug is typically preceded by

having or developing values supportive ofthat behavior, use ofprevious-stage

drugs may make such values easier to accept. Involvement with more socially

acceptable and licit psychoactive drugs appears to be a significant risk factor

for and facilitator of subsequent dependence-level involvement. Further, the

earlier a person begins using alcohol or other drugs, the higher the frequency

and the faster the escalation ofuse. The greater the abuse liability ofthe drug

being used, the greater the risk for dependence-level drug abuse being at-

tained and maintained. The risk for drug abuse or dependence corresponds to

the number and severity ofany of the precursory risk factors. Adolescent use

ofalcohol and other drugs is a strong predictor ofadult use. Evidence suggests

that the factors that predict lack ofinitiation in adolescence parallel those that

predict cessation of drug use in adulthood (e.g., participation in conventional

social roles, good health).

Peer influence, or association with drug-using peers, is a robust and
frequently reported finding and is among the strongest of predictive iden-

tifiers. Drug initiation and maintenance are clearly supported by a peer group

that uses alcohol and other drugs. However, the exact etiological contribution

of peer influence is not clear. Although involvement with a drug-using peer

group exacerbates and supports the risk for drug use (and other antisocial

behaviors), it must be considered that significant existing risk is likely to be

a precondition for involvement with the deviance-prone peer group from the

outset.

Not all risk factors and influences are equally potent or contributive at all

life stages and in all circumstances, and many are interactive. Families

typically have an early opportunity to influence an individual, and the more
children are bonded to and involved in a healthy, family environment, the less

likely they are to become involved with and influenced by a deviant, drug-

using peer group. Similarly, commitment to, identification with, and success-

ful functioning in school and other prosocial institutions (e.g., religious

organizations and many structured, supervised, activity-based organizations)

can serve as protective influences. At the same time, agents of social control,

such as school officials, can play a significant role in labeling youngsters as

potential troublemakers. This labeling may lead some children to believe that

they are deviant; therefore, their use of illicit drugs or involvement in delin-

quent activities becomes part ofa self-fulfilling prophecy to meet the expecta-

tions of those who have so judged them.
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When we consider the risk factors involved with adolescent drug use, it is

always a good idea to include prevention strategies and what they are.

Existing strategies can generally be divided into two groups: (1) those aimed
at the general population, and (2) those aimed at individuals or groups in

high-risk environments.

General population strategies include prevention programs such as educa-

tional approaches, school policy approaches, mass media campaigns, alterna-

tives programs, communitywide strategies, and workplace programs. The
other type ofgeneral population strategy entails policy and legislative actions

that take a more coercive approach to prevention. These strategies seem to be
promisingnew approaches to prevention. Although many are not grounded in

scientific research or study, they nonetheless appear to be working effectively,

strengthened by systemwide, coordinated efforts that overcome the narrow-

ness and fragmentation characteristic of many past initiatives. However,
continued research into the specific policies, practices, programs, and ac-

tivities that make up such systemwide efforts is required to maximize the

potential of such efforts.

The other general class of prevention approaches is those aimed at in-

dividuals or groups in high-risk environments. Several approaches, such as

early childhood education, parent training, social competence promotion,

academic competence promotion, and organizational changes in school, have
all been shown to reduce important risk factors associated with AOD-related

problems and thus hold promise for reducingAOD use. Spreading awareness

about the problem, changingknowledge, and reinforcing positive behavior are

apparently successful uses of mass media. To date, the effects of these

programs on actual AOD initiation and use remain largely speculative. These

approaches should be implemented individually and in combination, and their

effects on AOD-related problems should be studied in carefully controlled field

experiments.

Over the past several decades, research has enhanced our knowledge about

the nature ofdrug abuse. Once viewed as a moral problem or character defect,

drug abuse is more properly viewed as a behavioral problem with both social

and biological underpinnings. The relative influence of social and biological

factors changes with continuing drug use. Whereas social factors tend to

predominate in the initiation of drug use, biological factors come to

predominate as the individual progresses toward regular drug use and drug

dependence.

Acquired immunodeficiency syndrome (AIDS) has had a profound impact

on the social and biological dimensions ofdrug abuse. It has added a sense of

urgency to prevention efforts and to efforts aimed at developing methods to

change the behavior ofdrug users, particularly those who use injected drugs.
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HIV risks are great among male and female heterosexual partners of

injected drug users, ethnic youth, runaway and homeless youth, delinquent

and incarcerated youth, and sexually abused youth. The risk can be reduced

by helping users of injected drugs and their partners modify sexual and

drug-using behaviors to reduce their exposure to HIV infection or to stop them
from transmitting the virus. AOD use prevention and treatment programs can

integrate AIDS prevention into their efforts. Prevention includes educating

drug users about sexual behavior, teaching them the importance of using

condoms and of cleaning needles, and providing them with counseling and
cognitive and social skills training.

This volume has been published to provide detailed information on the

Federal AOD problem prevention initiatives that have been implemented, or

will be in the future. Central to the text is the discussion and information

sharing associated with improvements needed in prevention services to en-

hance prevention efforts across the United States.



CHAPTER 1

Historical Perspective

Judith E. Funkhouser
Robert W. Denniston

Introduction

The magnitude of the harm done to our society by alcohol and other drug
(AOD) abuse is dramatically illustrated by the costs exacted by these disor-

ders. It has been estimated, for instance, that AOD dependence accounts for

from 14 to 50 percent of all health care costs (Harwood et al. 1984). The total

economic and social costs associated with AOD-related problems have been
estimated at more than $114 billion in 1985 and more than $144 billion in

1988 (Rice et al. 1990). The total value of lost productivity arising from AOD
disorders has been estimated at more than $33 billion in 1985 and slightly

more than $43 billion in 1988 (Rice et al. 1990).

Public expenditures to cope with crime associated with AOD abuse (includ-

ing police protection; legal, court, and prison costs; and drug traffic control)

were estimated at $43 billion in 1985 (Rice et al. 1990). There are no cost

estimates to quantify the emotional suffering and negative impact the AOD
abuser has on the health, welfare, and productivity offamily and friends.

The relationship of alcohol and other drug (AOD) use* to a variety of other

health and social problems is widely recognized. More than half of all motor
vehicle fatalities are related to alcohol use, as are a significant proportion of

drownings, burns, homicides, suicides, and other injuries and deaths. AOD
abuse is also related to the occurrence of sexually transmittable diseases

including acquired immunodeficiency syndrome (AIDS), of early and un-

wanted pregnancy, and offetal deaths and defects.

""Throughout this monograph, the term "alcohol and other drugs" will be used, sometimes
abbreviated as "AOD." This term includes all psychoactive substances, including alcohol, tobacco,

illicit drugs, illicit use of prescription drugs, and misuse of other products (such as gasoline or

paint) for their psychoactive effects.

Portions ofthis report are derived from an unpublishedmanuscript commissionedby the Office

for Substance Abuse Prevention (OSAP): "Relationship of 131 OSAP Demonstration Projects to

Prevention Theory, Research, and Program Development Related to High-Risk Youth," by M.
Goodstadt and E. Mitchell. Material has also been derived from a report prepared under the

auspices ofthe Office ofJuvenile Justice and Delinquency Prevention, U.S. Department ofJustice:
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Despite the seriousness ofAOD-related problems, the average national per

capita expenditure for prevention, until 1985, was only 77 cents (National

Association of State Alcohol and Drug Abuse Directors' Alcohol and Drug

Abuse Report 1985). In 1984, States estimated that only 6.7 million persons

received prevention services. Approximately one-third of those served were

youth in school prevention programs. The other two-thirds were primarily

adults served through public education campaigns (Butynski et al. 1985).

Congressional Response to the Problem

The Anti-Drug Abuse Act of 1986 (Public Law 99-570) is part of the new
Federal initiative to prevent AOD abuse. Section 4005 of that law amended
Part A of Title 5 of the Public Health Service Act by adding a section

establishing the Office for Substance Abuse Prevention (OSAP) in the Alcohol,

Drug Abuse, and Mental Health Administration (ADAMHA). Section 4005
also authorized the Director of OSAP to support a demonstration grant

program that "shall make grants to public and nonprofit private entities for

projects to demonstrate effective models for the prevention, treatment, and
rehabilitation of drug abuse and alcohol abuse among high-risk youth" (Sec.

509A.[a]). Note: The term "high-risk youth" has been superseded by "youth in

high-risk environments." In the Act, "high-risk youth" were defined as those

youth who:

are economically disadvantaged

are runaways or homeless

are school dropouts

are pregnant

have mental health problems

have attempted suicide

have parents who are substance abusers

are victims of physical, sexual, or psychological abuse

are involved in violent or delinquent acts.

PromisingApproachesfor the Prevention, Intervention, and Treatment ofIllegalDrugandAlcohol
Use Among Juveniles—Assessment Report, by (in alphabetical order) R. Catalano, D. Hawkins,
M. Klitzner, S. Laurence, P. Schneider, and K. Stewart. Additional material was extracted from
OSAFs Technical Assistance Guide for Prospective Demonstration Grant Applicants, by Eric
Goplerud, and from the U.S. Department of Education's Report to Congress on the Nature and
Effectiveness ofFederal, State, and Local Drug Prevention IEducation Programs. The treatment
services section was derived from The Second Triennial Report to Congress from the Secretary,
Department ofHealth andHuman Services.
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In addition, the Anti-Drug Abuse Act of 1986 mandated the establishment
of a wide range of federally funded initiatives spread across several Federal
agencies. These include the following:

• National Clearinghouse for Alcohol and Drug Information, Office for

Substance Abuse Prevention, ADAMHA, PHS, DHHS, and Drug-Free
Schools and Communities Initiative (Department of Education)

• Training Grants to Institutes of Higher Education (Department of

Education)

• Programs for American Indian Youth (Office of Indian Education Pro-

gram)

• Programs for Hawaiian Natives (Department of Health and Human
Services)

• Tribunal Action Plans (Bureau of Indian Affairs and Indian Health
Service)

• American Indian Youth Programs (Department of Health and Human
Services and Department of Education)

• American Indian Alcohol and Other Drug Abuse Treatment and
Rehabilitation (Department of the Interior and Department of Health
and Human Services)

• National Trust for Drug-Free Youth (Department of Education)

• Information on Drug Abuse at the Workplace (Department of Labor).

In October 1988, Congress amended the Anti-Drug Abuse Act by broaden-

ing the categories of youth in high-risk environments to include elevating

OSAP to institute status and directing OSAP to give priority to applications

with a strong evaluation component (Public Law 100-690).

In addition, OSAP was directed to begin a program entitled Model Projects

for Pregnant and Postpartum Women and Their Infants. (This program is

being managed by the Perinatal Addiction Prevention Branch, Division of

Demonstrations and Evaluation, OSAP.) Moreover, the 1988 amendments
significantly broadened the activities of other Federal programs both within

and outside ofthe Department of Health and Human Services by mandating
the following: greater emphasis on training ofpersonnel, reduction ofwaiting

periods for drug abuse treatment, Drug Abuse Demonstrations of National

Significance, Employee Assistance Programs, enhanced activities in

American Indian Alcohol and Other Drug Abuse Prevention and Treatment,

enhanced activities in Native Hawaiian Health Care, evaluations ofVeterans

Administration Programs, enhancements to the Drug-Free Schools and Com-
munities Act, development of Early Childhood Education AOD Prevention
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Curriculum Materials, and development of Community-Based Volunteer

Demonstration Projects and Programs for Runaway and Homeless Youth.

History ofPrevention Program Development

Most early prevention programs relied on the public schools for implemen-

tation—in part owing to the schools' access to youth and perhaps also owing

to the public perception that the schools are the most appropriate social

institution to address social problems (Goodstadt 1986). Currently, ap-

proximately one-third of all prevention programs are delivered in schools

(Kumpfer 1986).

Studies have shown that the percentage ofyouth being reached by school-

based programs appears to be declining (Johnston et al. 1986), a likely result

of both the back-to-basics movement in the classroom (Adler and Raphael

1983) and the emergence ofcommunity-based prevention strategies (Kumpfer

1986). Some programmatic strategies employed to reduce AOD problems have

their roots in the fields of health education, mental health, smoking preven-

tion, and juvenile delinquency prevention efforts. Accordingly, this overview

discusses the history of prevention programming, including themes drawn
from a variety of prevention efforts.

Scare Tactics and Drug Information

The modern history of prevention programs begins with initial responses

to the "drug epidemic" of the late 1960s. The spread of psychedelic drug use

and, to a lesser degree, amphetamine and barbiturate use, first on college

campuses and later in the youth culture more generally, led to often hastily

conceived attempts to reduce the number ofyoung people who were "turning

on, tuning in, and dropping out." During this time, many prevention programs
relied on moralizing or on presenting overblown and factually inaccurate

information concerning the risks ofdrug use (so-called scare tactic programs).

Such programs appeared to do little except impair their sponsors' credibility

in the eyes ofyouth who often knew (or thought they knew) more about drugs
and their effects than the adult presenters (Bukoski 1979; Wepner 1984).

A second early approach was to present balanced, factual drug information
(pharmacology; physical, psychological, and social effects; criminal justice

issues) in an attempt to encourage youth to make "responsible" decisions

concerning drug use (Swisher 1979; Goodstadt et al. 1980). Such programs
were more credible to youth than were programs based on scare tactics, but
subsequent research suggested that information alone did little to discourage

use and may actually have been counterproductive (Goodstadt 1978; Schaps
et al. 1981). In particular, some data suggested that these programs served to

arouse curiosity or to instruct youth in techniques ofdrug use, thus encourag-
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ing drug use rather than discouraging it (Goodstadt 1978; Goodstadt et al.

1980).

Affective and Interpersonal Education Programs

As data on the factors associated with drug use became available in the
early 1970s, programs began to focus on the psychological traits and "life

skills" that appeared to distinguish users from nonusers. Prevention theorists

(e.g., Schaps and Slimmon 1975) posited a relationship between drug use and
variables such as low self-esteem, poor decisionmaking skills, and poor com-
munication skills. These early theories of the causes of drug use, influenced

by the human potential movement in psychology, spawned the first "new
generation" of preventive interventions—the affective education programs
(Swisher 1979). These programs sought to improve self-esteem, decisionmak-

ing, and communication and, somewhat later, to aid youth in clarifying values

regarding AOD use. Although the effectiveness of these programs has never

been adequately demonstrated (Schaps et al. 1981; Huba et al. 1980;

Goodstadt etal. 1980), some aspects ofaffective education remain a component
ofmany current prevention programs.

Alternatives Programs

At more or less the same time the affective education programs emerged,
some theorists began to argue that the most effective way of preventing drug

use was to provide access to experiences that would meet the same needs users

claimed alcohol and other drugs met ("mind expansion," personal growth,

excitement, challenge, relief from boredom) in nonpharmacological ways
(Cohen 1980). Accordingly, programs were developed that providedyouth with

a variety of "alternative highs," ranging from wilderness challenges to drug-

free rock concerts. Other theorists (e.g., Schaps and Slimmon 1975) argued

that alternatives should be offered that created opportunities for youth to lead

active and meaningful lives. Rather than placing emphasis on sensation

seeking, these alternatives programs attempted to provide opportunities for

youth to become involved in meaningful service and other community ac-

tivities.

The "alternative high" terminology has experienced a recent revival. The
alternatives concept is still used in many prevention programs to provide

youth with engagingand safe recreation that is free ofalcohol and other drugs.

One programmatic idea that derived from the alternatives movement—train-

ing youth to present prevention programs or provide peer counseling to other

youth—has been retained as a major component of some recent school-based

demand-reduction initiatives.
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The "Doctrine ofResponsible Use"

Throughout most ofthe early 1970s, the objectives ofprevention were often

stated in terms of "responsible use" (Lindblad 1983; Vambito 1985). The
doctrine of responsible use held that certain drugs, marijuana in particular,

were not harmful so long as they were used in ways that did not interfere with

social or emotional functioning. Thus, the goal ofprevention was to encourage

youth to make responsible decisions with regard to their use of alcohol and

other drugs (Schaps and Slimmon 1975). However, the concerned-parents

movement, along with some members of the scientific community, strongly

questioned this doctrine as a basis for prevention on the grounds thatanyAOD
use posed unnecessary risks to developing youth (DuPont 1984).

By the 1980s, the doctrine of "responsible use" had largely disappeared

from the prevention literature, with the possible exception ofthe alcohol area,

in which "responsible drinking" still appears as a goal for youth in some
program materials. Just because less is said about responsible use, however,

is not to say that teaching youth to make responsible decisions or encouraging

the development of responsible values has been discarded, and in some
programs this position may be misinterpreted. For instance, some current

programs continue to imply that students must decide whether to use or not

use alcohol and other drugs at the same time that they attempt to com-
municate a strong stance against such use. Emphasizing personal choice on
the one hand and a "no use" message on the other has often led to conflicting

or ill-defined program objectives (Moskowitz 1983).

The Grassroots Prevention Movement

In the late 1970s, parents and communities nationwide began to mobilize

grassroots prevention efforts that challenged the basic assumptions ofexisting

programs, in part as a negative response to the concept of responsible use
(Lindblad 1983). Leaders of these grassroots efforts believed that existing

demand-reduction programs were largely ineffective and that parents and
concerned community leaders were in the best position to place controls on
the AOD use behavior ofyouth (Nalepka 1984). Moreover, they believed that

by organizing, they could pressure the Federal Government and community
institutions, including the schools, to take a stronger stance against youthful

drug use (Klitzner et al. 1987). Their activities spawned two major initia-

tives—the concerned-parent movement and the community-prevention move-
ment—that remain active in current demand-reduction efforts. Both
initiatives focus consistently on changing community norms and values,

although the specific activities by which such changes have been attempted
vary considerably (Klitzner et al. 1987).
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Cognitive /Behavioral Skills Programs

A new trend in prevention involves a growing recognition of the roles that

families, peer groups, and mass media play in the etiology of AOD use. In

response, two major prevention approaches evolved: social resistance training

and social skills training. Originally aimed at tobacco use, these programs
have ranged from relatively simple attempts to teach children to say "no" to

tobacco, alcohol, and other drugs to more complex interventions based on

social-psychological theories ofsocial learning, social inoculation, communica-
tion, and persuasion.

Extensive evaluation research has been undertaken to assess the effective-

ness of these programs; to date, the results have been mixed (Goodstadt et al.

1987; Moskowitz 1989). Although positive results in the prevention of

cigarette smoking are regularly reported, there has been little convincing

evidence that social resistance or social skills approaches are effective in

preventing the onset of alcohol and other drug use (Bell and Battjes 1985).

Despite this lack of evidence, programmatic concepts derived from social

resistance and social skills strategies, especially concepts related to peer

pressure, have been widely adopted in recent demand-reduction program
planning.

Physiological Testing

Another new trend involves the increased availability of methods for

screening forAOD use through physiological testing, particularly urinalysis.

The private sector, the military, the Federal Government, and, in some cases,

the schools have used physiological testing methods to detect evidence ofdrug

use. Such testing has been promoted as both a deterrent to use and a method
for case finding. Highly accurate tests are now available for a variety of drugs

(Council on Scientific Affairs, American Medical Association 1987). However,

the future role of physiological testing as a widely applied demand-reduction

strategy is left uncertain by the indeterminate legal status of screening

programs.

Comprehensive Prevention Programs

Many communities are moving toward more comprehensive prevention

approaches—that is, programs that involve many community organizations

(e.g., schools, law enforcement agencies, local governments, businesses, volun-

tary organizations, the health care system, religious groups) and individuals

(e.g., parents, professionals, youth). These programs attempt to implement a

number of consistent and coordinated prevention initiatives within the same
community. Originally associated with grassroots community-organizing

strategies, such comprehensive approaches have found theoretical (if not
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direct empirical) support in the form of multifactor models ofAOD use and

abuse. Unfortunately, because ofthe large commitment ofresources required,

few comprehensive prevention programs ofthis type have been implemented

or evaluated.

Definitions and Discussion

According to the Public Health Service model for prevention, services may
be directed toward the individual (host); toward the source, supply, and
availability of alcohol and other drugs (agent); and toward the environment

that encourages, supports, or sustains the use of illicit drugs (environment).

Prevention approaches attempt to modify orremove the causes ofAOD-related

problems, increase the consequences ofAOD use (e.g., stiffer penalties), and
change the environment that supports AOD use.

According to current American medical usage (American Medical Associa-

tion 1989), prevention programs are defined as primary, secondary, or ter-

tiary. Definitions of these and related terms follow:

• Primaryprevention attempts to prevent the new use ofillicit drugs; this

type ofprogram is called "preventing initiation."

• Secondary prevention identifies persons who are in the early stages of

problem behaviors associated with use of alcohol and other drugs.

Secondary prevention efforts attempt to avert the ensuing negative

consequences by inducing such persons to cease their use through
counseling or treatment. This type of program is often referred to as

"early intervention."

• Tertiary prevention strives to end compulsive use of alcohol or other

drugs and to ameliorate its negative effects through treatment and
rehabilitation. This type ofprogram is most often referred to as "treat-

ment" but also includes rehabilitation and relapse prevention. For
instance, long-term studies of chronic opioid-dependent patients indi-

cate that community surveillance, combined with medical treatment
and social rehabilitation, can provide a good outcome.

• Demand reduction encompasses primary, secondary, and tertiary

prevention.

Primary, secondary, and tertiary prevention efforts are inextricably inter-

related. Educators have long noted that the establishment ofalcohol and other
drug education (a primary prevention activity) increases the number of

students who refer themselves for AOD-related problems or who realize for

the first time that they live with a drug-dependent family member. Moreover,
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detoxification or treatment ofdependence will ultimately fail unless attention

is given to the prevention of relapse and to the remediation ofindividual and
environmental factors that led to AOD use.

Primary prevention efforts usually relate to cigarettes, alcohol, and
marijuana, which are most often regarded as "gateway" drugs for youth. In

communities at high risk for AOD use, however, the gateway drugs also may
include forms of cocaine ("crack" or "rock"), forms of methamphetamine
("crank" or "ice"), or inhalants (Office for Substance Abuse Prevention 1989).

It has been suggested that it is perhaps more appropriate to refer to the

"gateway experience" because the characteristics of a specific community,
along with the availability of specific drugs, frequently determine the drug of

first use.

Recently, considerable debate has focused on what, specifically, is to be
prevented. For some drugs (e.g., illicit drugs and perhaps tobacco products),

the ultimate goal of prevention is nonuse by the population at large. For

prescription medications, the goal of prevention is use limited to the

prescribed purpose by the individual for whom the prescription was written.

For still other drugs (e.g., over-the-counter medications and volatile fluids),

the goal is use of the drug or product for the intended purpose only. Finally,

for alcohol, the goal varies considerably, depending on the age ofthe user, the

extent of use, and the settings in which use takes place.

Moreover, the focus of some prevention efforts maybe on the sequelae and
consequences ofAOD use rather than on use per se. For example, the national

effort to increase seatbelt use is motivated in part by the recognition that

seatbelt use can help prevent injury to drinking drivers as well as other drivers

and passengers. Similarly, widespread public awareness of the risks of drug
injection can decrease the possibility that drug use will lead to the spread of

human immunodeficiency virus (HIV) and other infectious illnesses trans-

mitted through exchange ofbody fluids.
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CHAPTER 2

Current Status of Prevention
Strategies

Judith E. Funkhouser
Eric N. Goplerud
Rosalyn 0. Bass

Over the past two decades, significant progress has been made in our
understanding ofthe etiology ofalcohol and other drug (AOD) use and related

problems. As a result, new technologies have evolved to prevent or delay use
and related problems both in the general population and among people living

in high-risk environments.

Etiology

This discussion presents theoretically guided, empirical findings rather

than more speculative theoretical models. Despite the limitations ofetiological

research, patterns of associated behaviors and developmental stages have
been observed. These patterns help to identify individuals at risk ofdeveloping

AOD-related problems. The following discussions of various risk factors, as

well as of several models that focus on some of these risk factors and
mechanisms, are an attempt to integrate and organize what is known about

the etiology ofAOD use and related problems.

Broad Social Risk Factors

Any discussion ofthe etiology ofAOD use and related problems must begin

with the recognition that all Americans are at risk. By their senior year in

high school, nearly 50 percent ofyoung adults have tried an illicit drug at least

once, and 33 percent report annual or current use of illicit drugs (Johnston et

al. 1991a). Nor are abstainers immune from the deleterious effects ofdrug use.

Regardless ofthe widespread experience with alcohol and other drugs, it is

clear that some individuals and groups are at greater risk of developing

drug-related problems than are others. The planning of demand-reduction

strategies calls for an awareness offactors that place individuals at increased

risk. These strategies can then be focused more sharply, thus increasing their

likelihood of socially significant impact.

17
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The definition ofindividuals or groups in high-risk environments is complex

and fraught with pitfalls. A wide variety of characteristics of individuals and
their environments have been identified as risk factors, and the causal

relationship among these risk factors and AOD problems is often unclear.

Most research on risk factors can only establish correlations between a given

variable and drug use; no causation can be proven. Nor are the associations

between risk factors and target behaviors by any means perfect. For example,

studies have shown that serious delinquent behavior, early sexual activity,

and repetitive drug use are interrelated (Jessor and Jessor 1977; Pandina and
White 1984; Elliott andMorse 1985; Elliott etal. 1985, 1989;Zabinetal. 1986).

Nevertheless, a large proportion of adolescents use alcohol and other drugs

and do not engage in serious delinquent behavior (Elliott et al. 1989). Similar-

ly, certain children develop patterns of antisocial behavior during early

childhood; these patterns continue into adolescence with diversification into

other problem behaviors, including repetitive use of alcohol and other drugs.

Other children engage in drug use during adolescence but do not manifest

aggressive or other problem behaviors in childhood.

Relatively few single, isolated factors are highly correlated with drug use
and abuse, although many variables have been hypothesized to affect drug-use

patterns and many relationships have been empirically tested. Actually,

alcohol and other drug use is generally not caused by a single factor; it is more
likely a function of a number of risk factors encountered by the young person
(Newcomb 1988). Some risk factors are inherent in the individual; some are
inherent in the individual's physical, cultural, social, political, and economic
environment. Risk factors for drug use and related problems can be seen as
occurring at several levels, including

—

• broad social and cultural context,

• community context,

• family history and environment,

• peer influences,

• school performance and influences, and

• individual characteristics.

It is the multiplicity of these factors that increases the probability of drug
use among youth; that is, youth in high-risk environments are those who
experience multiple risk factors (Bry et al. 1982; Newcomb et al. 1986; Dryfoos
1987). This conceptualization ofthe etiology ofAOD abuse is at the foundation
of the High-Risk Youth Demonstration Grant announcement that the Office

for Substance Abuse Prevention (OSAP) presented to the field in March 1989.
Grant applicants were required to propose strategies that addressed multiple
risk factors at several levels.
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The research literature tends to focus on individual, family, peer, and school

factors to the exclusion ofmost other considerations. Even where environmen-
tal conditions are specified, many demand-reduction strategies concentrate

on changing individual or, at most, family behavior. However, social struc-

tures beyond the level of direct social interaction both limit and enable

individual behavior (Giddens 1976). Thus, demand-reduction programs might
be advised to target environmental conditions that put children at risk ofdrug
involvement and to seek to alter those conditions.

The focus on individual risk factors tends to "blame the victim" for his or

her vulnerability to drug problems without recognizing the contribution of

larger social and economic factors to perpetuating use and abuse. On the other

hand, some factors appear to protect youth from involvement with alcohol and
other drugs. These protective factors will be discussed following the discussion

of risk factors.

Broad Social and Cultural Context

Broad social and cultural factors provide the legal and normative
parameters for behavior. Many theorists have argued that drug problems

may, to a great extent, be traced to influences in the society at large, including

social norms and expectations, representations of alcohol and other drug use

in the popular media, laws and regulations, and the ways laws and regulations

are (or are not) enforced. Where laws, norms, and attitudes favorable toward

AOD use by youth are encountered in the social environment, AOD use for

youth can become a reasonable way ofbehaving. The same is true of abuse of

alcohol and use of illicit drugs by adults.

Many researchers have shown that the use of alcohol and other drugs by
youth is preceded by attitudes favorable toward use (Smith and Fogg 1978;

Krosnick and Judd 1982; Kandel and Yamaguchi 1987), and that acceptance

of use is associated with increased consumption (Lowman 1981; Milgram

1982; Douglass 1983; Klitzner et al. 1988) and increased use-related problems

(Kraus et al. 1970; Grey Advertising 1975; Klitzner et al. 1988). Alcohol is the

drug used most widely by youth, possibly because its use by adults is legal and
accepted (Klitzner et al. 1988). Conversely, one study shows that increasingly

unfavorable views over the past decade toward the use ofmarijuana have been

accompaniedby sharp declines in the prevalence ofdailymarijuana use among
high school seniors (Johnston et al. 1991a). Legal statutes and norms shape

behavior both by defining what patterns of drug use are acceptable and

unacceptable and by influencing the availability of alcohol and other drugs

themselves.

There is a growing body of research concerning the rates of exposure to

alcohol and other drug use in the media, especially in television programs (in
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contrast to commercials) (DeFoe and Breed 1980; Lowery 1980; Greenberg

1981; Lowry 1981; Cafiso et al. 1982; Breed et al. 1984; Futch et al. 1984).

Other media studied include magazines (Minkler et al. 1987), films (Room

1983), studio greeting cards (Finn 1980), popular music (Robinson et al. 1976;

Beckley and Chalfant 1979), comic strips (Lambert and Israelstam 1986), and

comic books (Breed and DeFoe 1981).

The portrayal of other forms of drug use has received less attention than

that of tobacco and alcohol. A study of the 1983-1985 television seasons

indicated that illegal drug use was portrayed more rarely than alcohol use and

was uniformly depicted in a negative light. Content analyses ofmagazines and
newspapers document differential attention given to some drugs at the ex-

pense of others (Craig 1981). The portrayal of drugs in other media (e.g.,

popular music) has also received attention (Robinson et al. 1976; Beckley and
Chalfant 1979).

The significance of this research rests on the assumption that exposure to

drug use through television and other media affects viewers' use of alcohol

and other drugs. Research has not examined the effect ofmore pervasive and
subtle exposure to the use of alcohol and other drugs embedded in television

programming, an issue that harks back to the debate concerning the impact
of television programming in promoting violence, prejudice, and unhealthy

eating habits. However, an extensive literature review demonstrates the

effects of television on a multitude of antisocial and prosocial activities.

This information has led to many OSAP communication programs that

attempt to counter pro-use messages: for example, OSAP's "Stay Smart! Don't

Start!" public education campaigns aimed at young people of various racial

and ethnic populations. These efforts help establish nonuse norms as a
prerequisite for more intense prevention programs.

OSAP recently published a prevention monograph examining society's

mixed messages to youth, primarily through the media, about the use of

alcohol, tobacco, and other drugs. The monograph, Youth and Drugs: Society's

Mixed Messages, explores the ways in which the social, cultural, and political

aspects of our environment contribute to AOD use by youth and the ways in

which these aspects can also be used to reduce the demand for alcohol and
other drugs by youth. Further, the book examines the relatively new notion

of using an environmental approach to developing AOD use prevention
techniques.

Community Context

Communities communicate normative standards through regulations and
policies and the extent to which these regulations and policies are, or are not,

enforced. Communities also control access to alcohol and other drugs. Finally,
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the climate of a community—its economic health, the presence or absence of

crime and drug trafficking, and the availability of opportunities for positive

and productive involvement—will affect the extent to which community
members are at risk ofbecominginvolved in deviant behaviors, including drug
use and abuse.

Laws, regulations, and policies codify and communicate community norms
and attitudes concerning drugs. Although studies show that simple deterrence
and the threat of punishment appear to have minimal impact on drug use
behavior (Single 1981; Goodstadt 1989; Moskowitz 1989), new laws and
enforcement crackdowns reinforce existing informal social controls (Mos-

kowitz 1989) and contribute to a social climate that is intolerant of drug use.

Some researchers are also saying that frequent drug testing, backed up by the

revocation of parole or probation for those who fail, may help cocaine users

become willing to confront treatment; that is, coercion may be necessary

(Wilson and DiJulio 1989).

Logic suggests that decreased access to alcohol by youth and to other drugs
will affect use patterns. However, controlling access to other drugs is consid-

erably more complex than controlling access to alcohol by youth. Many
potential drugs for abuse are available through a variety of sources. For

example, marijuana, cocaine, and heroin are subject to different distribution

methods and constraints on availability than are illegally obtained prescrip-

tion drugs. Moreover, some abusable substances, such as gasoline and other

inhalants, are universally available. Little is known specifically about how
restrictions affect availability ofthese substances, but itmay be assumed that

consumption and related problems would respond to limitations on
availability.

Neighborhood disorganization—including overcrowding, physical

deterioration, lack of surveillance, high mobility, and high rates of crime

—

places community members at increased risk of drug problems (Bursik and
Webb 1982; Murray 1983; Wilson and Herrnstein 1985). Some neighborhoods

lack any organized force or presence that can credibly encourage residents to

express positive behavior. Moreover, studieshave shown thatwhen opportuni-

ties for positive and productive involvement are limited, the probability of

involvement in antisocial behavior increases (Hawkins and Weis 1985;

Catalano and Hawkins 1986). Disorganized communities also have higher

levels ofdrug trafficking (Fagan 1988). For the disenfranchised, easy money,

fast cars, and new clothing are understandably alluring, and drug dealingmay
be the gateway to drug use. OSAP is launching a new media campaign aimed

at urban youth to stimulate them to consider and choose behaviors that offer

long-term, healthful benefits as an alternative to AOD use.
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The Community Partnership Demonstration Program develops local

capabilities toward long-term, multiagency prevention efforts. Coalitions of

public and private sector interests enable localities, both rural and

metropolitan, to target populations in high-risk environments and risk factors

outlined within this document.

Family History and Environment

Three aspects of the family environment have been explored as risk or

protective factors related to drug use and abuse among Caucasian youth:

parental drug-use patterns and attitudes, family management practices and
family violence, and attachment to the family.

Persons with a family history of alcohol and other drug abuse are over-

represented in drug treatment programs (Goodwin 1985), and the growing

body of literature on children of drug users suggests that these children may
differ from other children on a number of physiological measures, in their

reactions to alcohol, and in the prevalence of certain psychiatric conditions

(e.g., antisocial personality, Briquet's syndrome) (DeMarsh and Kumpfer
1986). Evidence is now mounting of a heritable predisposition to alcoholism,

at least for males. The possibility ofa genetic component in use of other drugs

has been widely discussed, but few well-controlled adoption or twin studies

have been reported (Thacker et al. 1984).

Parental use of alcohol and other drugs and positive parental attitudes

toward use may also increase risk among children of these families. Parental

approval of drinking has been found to be a significant predictor of alcohol

consumption by Caucasian adolescents (Johnston et al. 1984; Barnes and
Welte 1986; Hawkins et al. 1986). Parental use of marijuana has been
associated with adolescents' use of illicit drugs, including cocaine and bar-

biturates. One study (Ahmed et al. 1984) reports that children's involvement
in their parents' drug-taking behavior is strongly associated with both expec-

tations to use and actual use of drugs. OSAP has produced numerous publi-

cations, including "10 Steps To Help Your Child Say No," which are designed

to help parents engage in prevention activities.

As children grow up, other social milieusjoin or displace the family as major
determinants of their levels of risk for AOD use. For many older adolescents

and young adults, the college campus (where university administrations have
traditionally taken a position of in loco parentis relative to students) assumes
a degree of influence similar to that of the family. Unfortunately, in terms of

negative influences and attitudes that foster dangerous, unhealthy behavior
related to AOD use, the college campus is one ofthe worst places in the United
States for a young person to be. Although illicit drug use is steadily declining

among college students, nearly every drinking pattern among college under-
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graduates (most of whom are under 21) reflects overconsumption, excessive

risk taking, and a panoply of destructive outcomes directly caused by alcohol

use. These outcomes include freshman dropout rates, auto crashes, date and
gang rape, assaults, vandalism, injuries and fatalities, and high rates ofdeath

in later life from alcohol-related causes.

According to a 1991 survey conducted by NIDA, college students do
significantly more heavy or "binge" drinking than people the same age who do

not attend college; 41 percent ofcollege students reported having five or more
drinks in a row within the past 2 weeks, while 33 percent ofnoncollege people

did. Nearly four percent of college students (about 500,000 students) drink

every day (Johnston et al. 1991a and 19916). According to extrapolations of

data provided by the National Institute on Alcohol Abuse and Alcoholism

(NIAAA) and others, college students consume 34 gallons of alcoholic

beverages per person annually, 30 gallons of soft drinks, and 5.5 gallons of

fruit juices.

A 1991 OSAP white paper, "Alcohol Practices, Policies, and Potentials of

American Colleges," reveals that from 26 to 48 percent of college students get

drunk at least once a month. The report also states that alcohol is a factor in

21 percent of all college dropouts and that the 1991 freshman class will have
100,000 such alcohol-related dropouts. The white paper also reports that

college students spend more on alcohol annually than on books (a national

total of$4.2 billion); by contrast, colleges spend only about $1.7 billion on their

libraries.

Much of the consumption is supported by student attitudes that value the

ability to drink large amounts of alcohol. It also is encouraged by the millions

of dollars spent annually by the alcohol industry to advertise and promote
alcoholic beverages on college campuses, where most ofthe students are under
the legal drinking age of 21.

To combat the trend of increased alcohol use on college campuses, OSAP
launched a prevention program in 1991 called "Put on the Brakes. Take a Look
at College Drinking." It was timed to coincide with spring break, traditionally

a time of very heavy drinking among vacationing college students, and was
designed to challenge the myths and misconceptions about drinking held by
college students, to raise awareness about alcohol problems on college cam-
puses, and to call for action among college presidents, governing boards,

faculty, administrators, and students.

Poor family management, including parental inconsistency, loose family

structure, use of harsh physical punishment, lack of praise for doing well,

family conflict, and poor family communication patterns have all been as-

sociated, in many studies, with increased risk of drug problems (Braucht et

al. 1973; Weschler and Thum 1973; Jessor and Jessor 1977; Baumrind 1983;



24 CURRENTSTATUS OFPREVENTION STRATEGIES

Kim 1979; Norem-Hebeisen et al. 1984; DeMarsh and Kumpfer 1985). Lack

of parental monitoring of children's behavior appears to increase the risk of

drug-related problems (Patterson 1982), while positive parental control,

reflected in rule setting and clear expectations, is negatively associated with

use (Klitzner et al. 1987). Drug-related problems are also more common among
children who have been physically or sexually abused (Dembo et al. 1987).

Because the family is a major socialization agent, children with low levels

of attachment to the family can be expected to have more social-behavioral

problems than children who are strongly attached. Consistent with this

hypothesis, several studies have shown that strong attachment to the family

appears to protect youth from drug use, while increased use of alcohol and

other drugs has been observed among children whose interactions with

parents are characterized by a lack of closeness (Kandel et al. 1978; Brook et

al. 1980, 1986; Norem-Hebeisen et al. 1984; Hundleby and Mercer 1987).

These and other facts are provided through the National Clearinghouse for

Alcohol and Drug Information to groups such as the National Parent-

Teachers' Association, the National Federation of Parents, and other "inter-

mediary" organizations.

Peer Influences

It is clear that young people who use alcohol and other drugs have a strong

tendency to associate with peers who are also users. This relationship has
been observed in studies ofyouth in the general population (e.g., Jessor et al.

1980; Kaplan et al. 1982; Norem-Hebeisen et al. 1984; Elliott et al. 1985;

Klitzner et al. 1988) and studies of ethnic/racial populations (Dembo et al.

1979; Byram and Fly 1984). It is also clear that the perceived behavior and
attitudes of peers are important predictors of use (Kandel et al. 1978; Jessor

and Jessor 1978). Most adolescent drug use takes place in groups (Forslund

and Gustafson 1970; Barrett and James-Cairns 1980), and users spend more
time with their peer groups than do nonusers (Tudor et al. 1980). Two studies

have suggested that peer influence is stronger than the influence of parents

or the fear of legal sanctions (Finley 1983; Newcomb and Bentler 1986).

The mechanism by which peers may exert influence over one another'sAOD
use is widely debated. Peer pressure (e.g., taunting, dares, social opprobrium) IS

is a currently popular explanation among lay persons, the media, and some
professionals of adolescent drug use. However, research has failed to

demonstrate that such pressure is a major factor in AOD use, at least among
adolescents in seventh grade and beyond.

Two related studies of 7th- to 12th-graders and first-year college students

(Vegega and Klitzner 1985; Klitzner et al. 1988) failed to find a relationship

between a measure ofsusceptibility to peer influence and alcohol use, and only
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about 15 percent of adolescents reported that they experienced pressure to

drink. These results are consistent with those presented by Bachman et al.

(1987)from national surveys ofhigh school seniors. The percentages ofseniors

who reported that they never or seldom felt pressured to drink, drink to excess,

use marijuana, or use other drugs at parties were 84 percent, 88 percent, 93
percent, and 94 percent, respectively. Similarly, another study (Sheppard et

al. 1985) reported that the percentage ofstudents who had never felt pressured

to use marijuana or had been pressured only once or twice ranged from 97

percent for 7th-graders to 90 percent for lOth-graders. Moreover, students felt

free to accept or refuse offers of marijuana even when they were pressured.

Finally, one study (Goodstadt et al. 1984) reported that young people who do

try marijuana under pressure are more likely to quit once they have tried it.

A second possibility is that the influence of peers on adolescentAOD use is

indirect. Adolescence is a time ofmaximum conformity (Costanzo and Shaw
1966) and acute self-consciousness (Elkind and Bowen 1979; Enright et al.

1980). Thus, the desire to conform to and model the behavior ofpeers is strong

for many adolescents. To the extent that adolescents perceive drug use as

normative within their reference group (i.e., common among peers or accepted

by peers), the likelihood that they will engage in these behaviors increases.

A third possibility is that adolescents who are curious about or who wish to

use alcohol and other drugs seek out peers who will support and validate these

behaviors (Sheppard et al. 1985). It is also possible that deviance-prone

adolescents or those who are isolated from or rejected by conventional peers

are more likely to associate with one another (Hawkins and Lishner 1987).

Thus, adolescents who are prone to drug use may already be associating with

one another before drug use starts. Under this hypothesis, there is no causal

relationship between use by a given adolescent and use by his or her peer

group.

School Performance and Influences

As is the case with the family, there are multiple mechanisms by which
school experiences influence drug behavior. Experiences in school and at-

titudes toward school are potent correlates ofAOD-related problems. Schools

may also be settings for acquiring and using alcohol and other drugs, as well

as the primary setting in which youth receive information about these drugs

(i.e., drug education) and learn the norms and expectations of adults.

School performance and adjustment have been repeatedly identified as

correlates ofAOD problems. Studies have shown that school failure increases

the risk of drug problems (Anhalt and Klein 1976; Jessor and Jessor 1977),

while outstanding success in school has the opposite effect (Hundleby 1986).

There is strong evidence that drug use is more prevalent among dropouts than
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among those who remain in school (Clayton and Voss 1982; Kandel and

Yamaguchi 1984), although there is some reason to suspect that dropping out

may be an adaptive response for some youth (D. Johnston, personal com-

munication, June 1989).

Low commitment to education also appears to be related to adolescent use

of alcohol and other drugs. Students who do not plan to attend college show
consistently higher rates of use, more frequent use, and a higher rate of

use-related problems than do college-bound adolescents (Bachman et al.

1987). In addition, dislike ofschool (Kelley and Balch 1971), truancy (Homberg

1985), and perception of the irrelevance of course work (Friedman 1983) are

associated with higher levels ofdrug involvement. Some researchers (Schaps

et al. 1982; Solomon et al. 1985; Gottfredson 1988; Hawkins et al. 1988) have

suggested that the structure and climate of schools, the instructional styles of

teachers, and the methods used for discipline and reinforcement of positive

behavior can affect the proportion ofadolescents who are placed at risk ofAOD
problems by their school experiences. OSAP works very closely with the

Department ofEducation in producing and distributing audiovisual and print

materials aimed at educating school administrators, teachers, and students

about these risk factors and at suggesting promising approaches forAOD use

preventive programs.

Individual Characteristics

Several individual characteristics are thought to put people at greater risk

ofdeveloping drug problems. Studies indicate that low autonomic and central

nervous system arousal (Zuckerman 1987) and high novelty seeking and low
harm avoidance (Cloninger et al. 1988) may predict drug use or early onset of

alcoholism. These factors have also been associated with delinquency (Rutter

and Giller 1983), although some research has shown that this association

occurs only in combination with low socioeconomic status (Levine 1985).

Early and persistent problem behaviors in children are often associated

with antisocial behavior, including alcoholism and drug abuse, in adulthood

(Robins 1978; Robins and Ratcliff 1979). Other studies have found that a
difficult temperament characterized by frequent negative moods and
withdrawal at age 5 is associated with AOD problems later in life (Lerner and
Vicary 1984). Similarly, aggressive behavior in boys, especially if combined
with shyness at ages 5 to 7, is predictive of frequent AOD use in adolescence

(Kellam and Brown 1982). Hyperactivity and attention-deficit disorders in

childhood have also been associated with a higher prevalence ofAOD use in

late adolescence (Gittelman et al. 1985).

Rebelliousness (Smith and Fogg 1978; Bachman et al. 1981; Block et al.

1984) and alienation from the dominant values ofsociety (Gorsuch and Butler
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1976; Jessor and Jessor 1978; Kandel 1982) have been found to be predictive

ofAOD use. Similarly, a high tolerance of deviance (Jessor and Jessor 1977),

resistance to traditional authority (Goldstein and Sappington 1977), a strong

need for independence (Jessor 1976), and normlessness (Paton and Kandel
1978) have all been linked with adolescent use of alcohol and other drugs.

A sense ofhopelessness also appears to be associated withAOD use. A 1986
survey of high school seniors (Johnston et al. 19866) includes a measure of

locus ofcontrol. These data show a relationship between beliefthat life events

are controlled by external forces and increased levels of drug involvement.

Some theorists (Silverman 1989) have suggested that some AOD use may
represent an attempt to self-medicate for negative affect. For example, one
researcher (Deykin et ai. 1987) studied the temporal course ofAOD use and
affective disorders in adolescents. In almost every case, onset of the affective

disorder preceded onset of AOD use. Moreover, some drug-abuse theorists

(e.g., Glynn et al. 1985) have suggested that, for some individuals, the use of

alcohol and other drugs represents the continuation of a lifelong pattern of

self-medication that began with food and caffeine in soft drinks.

The relationship between socioeconomic status (SES) and AOD use is

complex. In general, higher SES is correlated slightly with greater AOD use

(Bachman et al. 1987; Murray et al. 1987). However, extreme poverty appears

to increase the chances that children (i.e., those who manifest childhood

behavior problems) will develop alcohol or other drug problems (Robins and
Ratcliff 1979). Moreover, it is probable that a perceived lack of economic

opportunity contributes to dropping out of school, drug dealing, and other

behaviors that place youth at increased risk ofAOD problems.

The age of first experience with alcohol and other drugs has been shown to

be associated with problem usage: the younger the age of onset, the more
severe the problem (Battjes and Jones 1985; Murray and Perry 1985). Kandel

and Yamaguchi (1987) have indicated that the age of initiating alcohol use

influences the risk of using marijuana and that a lower age of marijuana

initiation increases the probability ofinvolvement with other illicit drugs and
prescription drugs. Thus, demand-reduction efforts cannot deal exclusively

with illicit drugs. Robins and Przybeck (1985) have observed that adolescents

who use marijuana before the age of 15 are at higher risk of AOD-related

problems than are those who begin to use marijuana at a later age. Considera-

tion of these observations led the designers of the first OSAP demonstration

grant announcement in fiscal year 1987 to include a component requesting

proposals demonstrating effective models of early intervention for youth who
were using "gateway" drugs such as alcohol, cigarettes, and marijuana.

Kandel and Yamaguchi calculated the ages at which young people are most
likely to start to use alcohol, cigarettes, marijuana, psychedelics, and cocaine.
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For one in five youths, alcohol use begins by age 10, with half of the cohort

reporting some use by age 14. Alcohol, marijuana, and psychedelics initiation

all increase until age 18 (Kandel 1984; Kandel and Yamaguchi 1987). Many
of OSAFs communication efforts focus on this age group prior to the time

when they decide to use or not use alcohol or other drugs. It is believed that

inoculation is far more effective and cost beneficial than treatment.

Gender alone is not a good predictor of drug use. Observed differences

between male and female drug-related behavior have declined in the past two

decades (Gersick et al. 1984). Differences are relatively small and vary for

different drugs, differential levels of involvement, and different ages.

The evidence for variation across ethnic/racial populations is complex and
often confounded by social class and differential exposure to education (Mur-

ray and Perry 1985; Robins and Przybeck 1985; Wright and Watts 1988).

Although the differences are small, White and American Indian youth (par-

ticularly in urban areas) report the highest rates of alcohol and other drug
use. Hispanic and African-American youths have intermediate use rates,

whereas Asian and Pacific Islander Americans have the lowest reported rates

(Gersik et al. 1984; Fraser 1987; Harper 1988; Newcomb 1988). Use rates also

vary among ethnic/racial populations by age and gender (NIDA 1987, 1988,

1989a, 19896, 1991).

Overall, changes in rates of drug use vary by ethnic/racial populations and
do not follow a consistent pattern. For example, from 1988 to 1990, past-year

use of cocaine by Whites decreased significantly, from 4.0 percent to 2.8

percent, whereas past-year use ofcocaineby African Americans and Hispanics
did not change significantly. Yet current use (use within the past month) of

cocaine by both Whites and African Americans decreased dramatically from
1988 to 1990—a drop of more than half for Whites, from 1.3 percent in 1988

to .6 percent in 1990, and a drop of almost one-third for African Americans,
from 2.6 percent in 1988 to 1.7 percent in 1990. By contrast, cocaine use by
Hispanics decreased marginally, from 2.0 percent in 1988 to 1.9 percent in

1990.

Other figures further illustrate the variability ofchanges in drug use rates

by ethnic/racial populations. Current use rates of marijuana decreased mar-
ginally among Whites from 1988 to 1990, from 5.6 percent to 5.0 percent;

dropped by nearly one-fifth for Hispanics, from 6.0 percent in 1988 to 4.7

percent in 1990; and increased marginally for African Americans, from 6.3

percent in 1988 to 6.7 percent in 1990. Current-use rates ofany illicit drug by
Hispanics decreasedby nearly one-fifth, from 8.2 percent in 1988 to 6.6 percent
in 1990; decreased insignificantly among Whites, from 7.0 percent in 1988 to

6.6 percent in 1990; and increased slightly among African Americans, from
7.8 percent in 1988 to 8.6 percent in 1990.
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Use rates among all youth have followed a modest but steady decrease.

Past-year cocaine use declined from 2.9 percent in 1988 to 2.2 percent in 1990.

Lifetime alcohol use rates for youth slipped from 50 percent in 1988 to 48
percent in 1990. Lifetime prevalence of any illicit drug use among youth
dropped from 24.7 percent in 1988 to 22.7 percent in 1990, while past-year use
dropped from 16.8 percent to 15.9 percent and current rates fell from 9.2

percent to 8.1 percent (NIDA 1991).

The limited evidence available indicates that factors contributing to AOD
involvement vary among ethnic subcultures. For example, among some
Hispanic subgroups, parental influence may be relatively more important
than peer influence, especially in comparison with non-Hispanic communities
(Fraser 1987). Hispanics live throughout the United States, yet most of the

existing research deals with New York and Puerto Rican populations. It is not

known whether the findings of these studies are generalizable to other

Hispanic subgroups with very different historical, cultural, and even genetic

heritages (Galan 1988).

Effective AOD use prevention programs need to be sensitive to cultural,

environmental, economic, historic, and demographic distinctions that dif-

ferentially affect drug-use behavior within ethnic subcultures. In African-

American and Hispanic communities, in particular, the disproportionate

growth of the youthful population signals the need for a corresponding dis-

tribution ofprograms targeted at preventing adolescentAOD problems. OSAP
has found that very few materials exist for these ethnic/racial populations and
it is making a concerted effort to correct this deficiency by providing technical

assistance and materials development support for culturally sensitive mes-

sages for African-American and Hispanic audiences. A new OSAP campaign
is being launched that will focus on urban youth with particular emphasis on

African Americans. In addition, "jPiensalo!," an Hispanic adaptation of the

"Stay Smart! Don't Start!" campaign, was launched in 1990.

Protective Factors

Not every child with multiple risk factors becomes a drug user. Kumpfer
(1987) estimates that between 12 percent and 25 percent of the children of

alcoholics (COAs) develop AOD-related problems, and NIAAA estimates that

only 41 percent develop serious coping problems (NIAAA Alert 1990). Others

have found even less evidence of drug use in college-age sons of alcoholics

(Alterman et al. 1986; Schulsinger et al. 1986), although these rates are still

2 to 4 times higher than for the general population. Thus, in one of the

best-understood legislated risk categories, it is estimated that at least 75

percent ofthe targeted population is resilient toAOD problems and 59 percent

resilient to serious coping problems. The causes ofindividual resilience within
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the high-risk categories are not well understood, although program planners

and policymakers have much to learn from the study ofthis phenomenon.

The literature on delinquency includes one striking analysis of resiliency

among young people at multiple risk for delinquency. It has been suggested

that constitutional, personality, and environmental factors contribute to

resiliency among children (Werner 1987). Werner found that the following

environmental factors support healthy, adaptive outcomes in children at risk

for juvenile delinquency and other negative outcomes:

four or fewer children, spaced more than 2 years apart;

much attention paid to infant during the first year;

positive parent-child relationship in early childhood;

additional caretakers besides mother;

care by siblings and grandparents;

steady employment ofmother outside ofhousehold;

availability ofkin and neighbors for emotional support;

structure and rules in household;

shared values, a sense of coherence;

close peer friends;

availability of counsel by teachers and/or ministers; and

access to special services (health, education, social services).

Although they also suffer from constitutional deficits that predispose other

children to delinquency, resilient children have access to natural, caring

support systems within their nuclear families, or alternatively, when faced

with instability within their immediate families, to support systems within

the extended families, among peers, or among trusted community members
such as ministers or teachers. Many of OSAP's messages and materials are

designed to promote behaviors and environmental changes that promise to

help preventAOD problems, including aprogram designed to increase positive

connections to buffer the chronic stress among youth, including COAs, living

in high-risk families. These are aimed at policymakers, parents, teachers,

health and social service providers, clergy, law enforcement personnel, stu-

dents, and others.

Use ofAlcohol and Other Drugs During Pregnancy

A special factor that must be considered regarding the use of alcohol and
other drugs is their use by pregnant women. While pregnant women may not
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be at greater risk ofusing alcohol and other drugs, the use of these drugs by
pregnant women poses particularly great risk to the women and the develop-

ing fetuses. Statistics on the number of women who use alcohol and other

drugs during pregnancy are hard to obtain. However, a 1988 survey by the

National Association for Perinatal Addiction Research and Education polled

37 hospitals throughout the country, representing approximately 155,000
pregnancies annually, and found that about 11 percent ofthe pregnantwomen
used heroin, methadone, amphetamines, PCP, marijuana, and most common-
ly, cocaine. These researchers estimated that as many as 375,000 infants each
year may be affected by their mother's drug use. Although these figures may
be inflated because the hospitals polled were all in inner cities, the extent of

the problem is great because ofthe implications for developmental delays and
deficits in affected infants.

While considerable population attention is drawn to infants affected by
other drugs, infants affected by maternal use of alcohol are far more common.
Estimates ofinfants born with fetal alcohol syndrome range from one to three

cases per 1,000 live births (US DHHS 1987). The number of infants who are

affected by alcohol is much higher.

Using any drug including alcohol during pregnancy introduces an element
ofrisk for both the pregnant mother and the fetus (Cook 1986; Chasnoff 1986,

1988; Chasnoff et al. 1987). These drugs cross the placental barrier and can

cause profound and potentially irreversible damage in the newborn. Retarded

fetal growth, premature delivery, low birth weight, sudden infant death

syndrome, and drug-specific neonatal withdrawal syndromes are a few ofthe

pathological conditions associated with maternal drug use. Many alcohol and
other drug-exposed infants are difficult to care for during their first months
oflife.

The increasingly widespread use of injecting cocaine by pregnant women
results in serious complications, includingpremature separation ofthe placen-

ta from the womb, which causes hemorrhaging that threatens the lives ofboth

mother and fetus. Cocaine-addicted women are twice as likely to suffer

premature separation of the placenta as women who are dependent on other

drugs and four times as likely as women who are drug free. Though this risk

is reduced if the pregnant woman discontinues cocaine use in the first

trimester, the child remains at high risk for negative health consequences.

Most pregnant women who use alcohol and other drugs receive neither

prenatal care nor treatment services. Many women who do seek help during

pregnancy have a difficult time finding it because ofthe insurance, legal, and
even moral issues involved. In a recent survey of 78 drug treatment programs
in New York City, 54 percent refused to treat pregnant women; 67 percent

refused to treat pregnant women receiving Medicaid benefits; and 87 percent
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had no services available to pregnant women on Medicaid who were addicted

to crack cocaine. Less than half of the programs that did accept pregnant

women provided prenatal care, and only two made provisions for patients'

children (Chavkin, in press).

A small number of studies have focused on alcohol use among pregnant

adults, with an emphasis on secondary and tertiary prevention (Rosett and
Weiner 1984; Little and Streissguth 1986; Morse et al. 1989). The studies by
Little and Streissguth surveyed middle-class women. Only the Morse et al.

and Rosett and Weiner studies investigated prevention programs targeting

low-income pregnant women. Of these studies and others currently in

manuscript form, very few use random control group designs or multisite

clinical field trial methods. At best, studies have used methodologically weak
quasiexperimental designs employing pretest and posttest designs, generally

with weak controls or none (e.g., Schaps et al. 1980). Thus, much of the

information currently available to the field is based on clinical observation.

Two major ongoing AOD use prevention studies targeting drug-using

women are based at the Boston City Hospital (Rosett and Weiner 1984; Frank
et al. 1988; Morse et al. 1989) and Chicago's Northwestern Memorial Hospital

(Chasnoff 1986, 1988; ChasnofFet al. 1987). Another group is studying alcohol

abuse during pregnancy in Seattle, Washington (Streissguth et al. 1985; Little

and Streissguth 1986, 1987). In addition to its major grant program, OSAP is

engaged in many educational opportunities designed to increase awareness of

this problem. Pamphlets, exhibits, press kits, and related materials are

available through NCADI. Special emphasis is placed on developing highly

visual and easy-to-read materials. Much of this effort is coordinated with the

National Healthy Mothers/Healthy Babies Coalition.

Congress has responded to the increasing infant mortality and morbidity

rates from maternal use of alcohol and other drugs during the pregnancy and
postpartum periods. In the Anti-DrugAbuse Act of 1988 (Public Law 100-690),

Congress authorized OSAP to fund model programs providing prevention,

education, and treatment ofAOD abuse by pregnant and postpartum women
and their infants. These programs are being administered by the Perinatal

Addiction Prevention Branch, Division of Demonstrations and Evaluation.

Etiologic Models

Several theorists have based models ofAOD use on what is known about
the etiology of use. Among the best known and most widely cited of these

models are Problem Behavior Theory, Stage Theory, Multiple Risk Factor

Theory, the Social Development Model, Social Learning Models, Role Develop-
ment Models, and Self-Derogation Theory.



A PROMISINGFUTURE 33

Problem Behavior Theory

Jessor and Jessor (1977) originally hypothesized that marijuana use, prob-

lem drinking, sexual activity, and general deviantbehavior could be explained

by variations in the individual personality system, perceived environmental

structures, socialization patterns, and demographic status. Subsequent em-
pirical research has lent considerable support to this argument. In general, a
low value on or expectation of academic achievement, a high tolerance of

deviance, and a high value on personal independence have been associated

with teenage drug use. The adolescent's perception that parents and peers not

only use drugs but also approve of or tolerate such behavior is also associated

with drug use (Polich et al. 1984).

Part of this model's strength is its specification of adolescent perception of

parental or peer values and behavior as the antecedent variable for problem
behavior. Less sophisticated models tend to specify environmental factors

associated with drug use without attempting to understand the subjective

values adolescents attach to them. But since people perceive and interpret

environmental experiences in original ways, knowledge of the subject's inter-

pretive framework makes prediction more accurate. Because perception is so

important, OSAP pretests all of its communication concepts, messages, and
materials prior to production to ensure that they address misperceptions,

values, beliefs, and attitudes rather than simply focusing exclusively on facts.

Several researchers have studied the relationship between problem be-

haviors and investigated the existence and nature of their common antece-

dents. Poor performance in school (Clayton 1984; Newcomb et al. 1986;

Dryfoos 1987), association with delinquent or drug-using peers (Elliott et al.

1985 ;Newcomb and Bentler 1986 ; Dryfoos 1987), lack ofconventional bonding

(Clayton 1984; Elliott etal. 1985; Hawkins etal. 1985), sexual activity (Dryfoos

1987), and general deviance (Clayton 1984; Newcomb and Bentler 1986) are

the factors most commonly found related to problem behaviors that include

drug use.

Hawkins et al. (1987a) observed that nearly 50 percent of serious juvenile

offenders were also multiple illicit drug users and that the incidence ofalcohol,

marijuana, and illicit drug use was many times higher among serious of-

fenders than among nondelinquents (p. 81). These authors list the following

among common antecedents of AOD use and delinquency: early antisocial

behavior, parental and siblingAOD use and delinquency, poor family manage-
ment, family conflict, low value attached to education, association with nega-

tive (i.e., undesirable) peers, alienation from dominant social values,

community disorganization, and geographic mobility.
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While the value of these observations regarding delinquency and AOD
problems should not be minimized, it is misleading to overemphasize the

commonality exhibited by the antecedents of other problem behaviors. Con-

siderable variation exists in the factors associated with AOD use, pregnancy,

delinquency, and school failure. For example, low socioeconomic status is

associated with teenage pregnancy, delinquency, and school failure, but the

relationship between socioeconomic status and drug use is more ambiguous
(Dryfoos 1987; Fraser 1987; Hawkins et al. 19876). Even within the more
restricted area of drug involvement, the effects of peer and adult influences

vary across drugs (Polich et al. 1984). Peer modeling is observed to be more
important for initiating marijuana use, whereas parental modelinghas more
influence on experimentation with alcohol (Polich et al. 1984). NIAAA clearly

associates poverty, racism, and amount consumed with the disproportionately

high rate of alcohol problems among African Americans (U.S. Department of

Health and Human Services 1990). Such studies have not been conducted

among other ethnic/racial populations with regard to alcohol misuse.

A common etiology ofmultiple problem behaviors is a seductive concept for

those faced with the problem of identifying and preventing AOD problems.

The etiology promises easy identification and raises the possibility of cost-ef-

fective, common intervention strategies with slightly varied problem-specific

contents. But while existing knowledge ofthe etiology ofAOD problems is far

from complete, enough is known to suggest that the etiology of each behavior

varies enough to warrant caution in designing common strategies for a wide
variety of problem behaviors.

Stage Theory

Kandel (1985) empirically tested the hypothesis that AOD involvement
typically progresses through a series of stages—from experimentation, to

regular use, to serious abuse and dependence. Those who progress beyond
initial experimentation with tobacco and alcohol (stage one) next use tobacco

and alcohol regularly (stage two), then marijuana in conjunction with tobacco

and alcohol (stage three), and finally prescription or illicit drugs (stage four)

(Kandel and Yamaguchi 1987).

The stage theory does not propose an invariant sequence. Most youths who
involve themselves at one stage do not progress to subsequent stages, and a
small number skip a stage. Twenty-three percent of those who smoke and
regularly use alcohol progress to stage three, whereas only 4 percent of

nonsmokers move on to stage three (Brennan, Elliott, and Knowles, cited in

Fraser 1987).

A stage model of drug use for primary prevention seems to suggest that

avoiding or delaying experimentation with tobacco could reduce later more
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serious involvement (Kandel 1984; Newcomb and Bentler 1988); prevention

programs targeting different drugs might be most successfully presented at

different stages of development (Polich et al. 1984). Most of OSAFs mass
media efforts focus on preventing use of "gateway" drugs at early ages in an
attempt to reduce the likelihood ofdeveloping alcohol and other drugproblems
and multi-drug use patterns. Many of these efforts are coordinated with the

Office on Smoking and Health, the Department of Education, the Drug
Enforcement Administration, the Federal Bureau of Investigation, the Na-
tional Institute on Alcohol Abuse and Alcoholism (NIAAA), and the National

Institute on Drug Abuse (NIDA).

Multiple Risk Factor Theory

Critics of stage theory argue that no one path leads to AOD problems. They
point out that drug use includes a variety of substances that are used
independently, sequentially, or concurrently with varying degrees ofintensity

(Battjes and Jones 1985, p. 270).

Bry et al. (1982) suggested that drug-related problems are a function ofmany
other problems experienced by teenagers. Their study developed a multiple risk

factor model that tested the effects of six diverse etiological variables on drug

use. The independent variables were grades, affiliation with religion, age of

first use of alcohol, psychological distress, self-esteem, and perception of

parental love. Results showed that the number of risk factors was strongly

correlated with drug use. The authors conclude that the number of factors an
individual must cope with is more important than what the factors are.

The multiple risk model was recently extended and tested by Newcomb et

al. (1986). Four risk factors (deviance, sensation seeking, perceived peer drug

use, and perceived adult drug use) were tested in addition to those used in the

Bry study. The study found that the number of risk factors was linearly

associated with the occasional use, frequent use, and heavy use of a drug. The
effects were observed with a variety of drugs, including cigarettes, alcohol,

and cannabis, but the amount of explained variation in drug use was low,

ranging from 1 percent of subsequent cigarette use to 4 percent of subsequent

alcohol use and 7 percent of subsequent illicit drug use (Fraser 1987).

Multiple risk factor analyses imply that AOD problem prevention should

seek to reduce youthful experience with risk and modify the factors that

already exist in the adolescent's lifestyle (Newcomb et al. 1986). Given that

multiple risk factors are only slightly predictive of cigarette use, prevention

efforts based on multiple risk factors might be expected to be more effective

in targeting the use of illicit drugs than in reducing cigarette smoking.
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The Social Development Model

The social development model (Hawkins and Weis 1985; Catalano and
Hawkins 1986) postulates that social bonds to family and school reduce the

likelihood ofboth association with drug-using friends (Elliott et al. 1985) and
drug use. Social bonding includes three elements: attachment to people in the

social unit, commitment to the activities of that social unit, and belief in the

moral order or values of that social unit. Thus conceived, social bonding

implies low levels of alienation and rebelliousness and high levels of attach-

ment to family and commitment to school. Those who are bonded to family

and school are less likely to do things that threaten the bonds of attachment,

commitment, and belief.

The norms of a social unit regarding drug use are expected to affect the

probability of drug use by those bonded to that unit. If a person becomes
bonded to a social unit whose norms regarding drug use are not clear or are

favorable to adolescent drug use, that person is free to engage in drug-using

behavior. Thus, early onset or frequent drug use may not be prevented if a

school has no antidrug-use policy or ifa family has no norms againstAOD use
by children. Ifthese social units communicate clear norms opposing drug use,

bonded members should be less likely both to associate with others who are

involved in the disapproved activities and to engage in these activities them-
selves. Doing so would threaten their relationships, investments in the social

units, and beliefs about acceptable behavior.

The social development model also specifies three conditions necessary to

produce bonding to a social unit: opportunities for active involvement in the

social unit and the chance to contribute or do something useful toward the

unit's sanctioned goals; possession of skills required to succeed in the unit,

including cognitive or reasoning skills, social interaction skills, problem-solv-

ing skills, and skills to resist influences to engage in behavior that violates

the unit's norms; and a consistent system of rewards or reinforcements for

skillful behavior in the unit. Reinforcement for performance that is consistent

with a social unit's expectations is expected to produce bonding to that unit.

Messages promoting prosocial bonding are incorporated into OSAP materials

distributed through the National Clearinghouse for Alcohol and Drug Infor-

mation (NCADI), and the Regional Alcohol and Drug Awareness Resource
(RADAR) Network.

Social Learning Models

Social learning theory (Bandura 1977) builds on the work ofSkinner, who
originally described the process of learning as a response to rewards and
punishments. Social learning theory postulates that behavior is acquired and
shapedby reinforcements and punishment resulting from one's own behavior,
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as well as by observation ofothers' behavior and its consequences. This theory
also postulates that the ability to anticipate both the consequences of one's

behavior and the attitudes of other people toward such behavior develops as

one matures. This ability allows people to self-regulate or internalize rewards
and punishments and to serve as agents of their own behavioral change.

Social learning theorists (e.g., Botvin 1987) argue that drug-related be-

haviors are subject to the same influences as other learned behavior and that

variation in both the opportunities for modeling and the reinforcement struc-

ture associated with these behaviors contributes to individual differences in

use patterns.

Role Development Models

Erikson (1963) argues that psychological development occurs in identifiable

stages throughout the life cycle. In order to develop a healthy personality, one

must successfully resolve the psychosocial "crises" associated with each stage

of development. In the first year of life, for example, a child must develop a

sense oftrust rather than mistrust. Similarly, autonomy (versus doubt) must
be developed in early childhood (2 to 3 years), initiative in play at 4 to 5 years,

and industry during the elementary school years. Ifany ofthese developmen-
tal tasks is not successfully completed, it is likely to reemerge in adolescence

with great intensity, possibly overwhelming the ego at a time when the ego is

already overtaxed by current developmental challenges.

Erikson contends that the major crisis to be dealt with in adolescence is

establishing identity and avoiding identity diffusion. Adolescence is a period

of transition. Erikson calls it a period of role confusion out of which identity

should emerge. The need to resolve this adolescent identity crisis is very

powerful. Given a lack of opportunities to adopt a socially acceptable identity,

the adolescent can embrace a deviant rather than normative identity—espe-

cially if there is peer approval of the deviant role. This deviant role could

include harmful involvement with alcohol and other drugs. To prevent this

occurrence, it is important to provide adolescents with positive role models,

positive feedback for conventional behavior, and an orientation toward posi-

tive plans for the future (such as educational and occupational aspirations).

The identity crisis is also marked by changing relationships with parents.

As adolescents break away from the previously close personal guidance oftheir

parents or guardians, they seek support elsewhere, usually with a peer group.

In this developmental context, smoking and use of alcohol and other drugs

may appear to the young person as a way of expressing a growing sense of

independence. OSAP considers it extremely important to develop prevention

strategies, materials, and messages that are developmentally appropriate and
that take into account the unique developmental needs of adolescents.
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Self-Derogation Theory

Self-derogation theory (Kaplan et al. 1982) hypothesizes that deviant

behavior, including drug use, is motivated by the earlier development of

self-rejecting attitudes. These attitudes result from unhappy or unsatisfying

normative participation in various interpersonal or social interactions.

Kaplan et al. (1982) postulate that repeated self-devaluing experiences in

membership groups take away an individual's personal motivation to conform

with normative patterns of behavior. When this happens, that person seeks

deviant alternatives to boost self-esteem.

An individual's perception of self-enhancing consequences resulting from a

particular pattern of drug use reflects such variables as perceived attitudes

toward the pattern ofdrug use held by positive and negative reference groups;

the perceived adverse consequences of use; the perceived compatibility of the

consequences and concomitants of the drug use pattern with behavior ap-

propriate to valued social roles that are not themselves the basis for one's

rejection; and the ability to justify use without experiencing overwhelming
feelings of guilt.

Summary

These various models of drug-use etiology are not necessarily mutually
contradictory but, rather, tend to deal with different aspects of the problems
of drug use. Each model suggests somewhat different approaches to preven-

tion and intervention. Questions about the efficacy of these approaches have
yet to be fully answered.

Prevention Strategies for the General
Population

As noted earlier, many Americans are at risk for alcohol and other drug
problems. Accordingly, prevention services targeted at the general population

are both needed and justifiable based on epidemiological data. In terms ofthe

strategies employed, prevention has traditionally included educational

programs as well as a wide variety of other community-based activities that

might be effective components of an overall prevention strategy. Demand-
reduction strategies can also take the form of laws, policies, and other

regulatory measures. Finally, preventive efforts can be significantly enhanced
by training key health care professionals and community leaders. Each type

of strategy is discussed in detail below.
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Prevention Through Educational, Community, and
Workplace Programs

A wide variety of program strategies have been adopted to prevent AOD-
related problems. These programs are based on differing assumptions about
the causes of drug use and related problems and about how these problems
can best be prevented or ameliorated. Education ofthe individual or of society

as a whole has long been favored. The alcohol temperance movement of the

last century and the drug prevention programs of the last two decades have
provided alternatives to AOD use by youth in the form of self-improvement

programs (e.g., literacy programs) and drug-free recreational alternatives

(e.g., temperance poolhalls, sports, "outward bound" programs). The preven-

tion of social problems, including drug use, has also frequently involved

community action to change the social or physical environment that supports

the undesirable behavior.

EducationalApproaches

Schools can serve many important functions in an overall prevention

strategy.

• Schools are a primary institution in our society for providing many of

the cognitive, affective, and skill components considered essential for

effective prevention.

• Schools are a fulcrum between homes and the wider community,
through which communication and influence can pass in both direc-

tions.

• Schools are microcommunities within which a wide variety of educa-

tional, environmental, and policy strategies can be implemented with

respect to AODs and other health issues.

Content and Process ofDrug Education

Recent school-based education has attempted to influence AOD use by
youth through factors operating at two levels, namely, personal and social

competence. Personal competence has included information regarding alcohol

and other drugs (all programs include this to some degree), decisionmaking

and problem-solving skills (DiCicco 1978; Pipher and Rivers 1982; Schaps et

al. 1982; Moskowitz et al. 1983, 1984a, 19846, 1984c; Botvin et al. 1984;

DiCicco et al. 1984; Schlegel et al. 1984; Wills 1985; Hopkins et al. 1988; Mauss
et al. 1988); cognitive coping (Wills 1985); anxiety/stress coping (Botvin et al.

1984; Wills 1985); values clarification (Goodstadt and Sheppard 1983;

Schlegel et al. 1984); and normative education (Hansen et al. 1988).
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Social competence approaches have focused on so-called life skills. Primary

among these is social assertiveness, which can be applied to life's situations

in general (Horan and Williams 1982; Botvin et al. 1984; Pentz 1985; Eiser

and Eiser 1987) or can take the form ofusing "refusal skills" (McAlister et al.

1980; Horan and Williams 1982; McAlister 1983; Botvin et al. 1984; Duryea

et al. 1984; Pentz 1985; Dielman et al. 1986, 1987; Rohrbach et al. 1987;

Hansen et al. 1988). Many of the programs that try to enhance social

competencies do so with the assistance of peer leaders (e.g., DiCicco 1978;

University of Pittsburgh 1980; Hansen et al. 1988; Perry et al. 1989), whose
roles have included those of counselor, role model, and group discussion

leader.

Recent educational (not necessarily school-based) strategies have been

broadened to include enhancement of parenting skills among parents in

general (Hawkins et al. 1987a) and among parents of children in high-risk

environments (e.g., the children ofAOD abusers) in particular (DeMarsh and
Kumpfer 1986). Hawkins et al. also attempted to improve teachers' classroom

management skills (Hawkins et al. 1988). These are discussed in detail under

"Prevention Strategies for High-Risk Populations" below.

Effectiveness ofSchool-Based Drug Education

Previous reviewers of drug education research have consistently drawn
pessimistic conclusions about its effectiveness. Recent reviews found some
promise in life-skills strategies that seek to enhance students' personal and
social competencies (Tobler 1986; Rundall and Bruvold 1988). However,

caution is required to guard against overgeneralization from smoking preven-
tion research, which is the model for the recent generation of drug programs
(e.g., Flay 1985; Rundall and Bruvold 1988). In addition, life-skills program
strategies have been evaluated primarily with White, middle-class popula-

tions and need to be tested with other socioeconomic, ethnic/racial populations

(Botvin 1983). Some evidence suggests that these approaches are effective

with American-Indian youth (Gilchrist et al. 1987).

Tobler (1989) reports the results of a meta-analysis of 91 prevention

programs. To be included in the analysis, each program had to measure drug
use (by self-report or direct assessment) before and after the intervention, and
each had to employ control group research designs. After comparing
knowledge-only programs, affective-education-only programs, knowledge-

plus-affective-education programs, alternatives programs, and peer
programs, only peer programs showed significant positive effects. Two impor-

tantfactors were found in the 10 peer programs showing greatest effects. First,

the nature and content of these programs emphatically indicated that group

interaction, with the inclusion of all group members, was the aim of the

program. Second, 8 of the top 10 programs were delivered by mental health
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professionals or counselors (doctorate- or masters-level social workers and
psychologists, or their equivalents in human service professions). Group sizes

were typically smaller than 15 participants.

Analysis indicates that for junior high youth, the most effective programs
stress skill acquisition in a highly structured format. For high school students,

the most effective peer programs are well-structured group sessions that
maintain an emphasis on AODs. The discussion should focus on the person

and on his or her feelings, behavior, and ways ofhandling stress. A minimum
of 10 to 12 regularly scheduled sessions are necessary to ensure program
impact.

Limitations ofEducational Programs

Although some evidence exists concerning the effectiveness of educational

programs in changing knowledge, attitudes, and behavior regarding alcohol

and other drugs, definitive conclusions regardingwhat constitutes an effective

drugeducation program await further research (Goodstadt 1986). Evaluations

of drug education programs teach a single, salutary lesson—namely, that

inconsistencies in their impact can be expected. These inconsistencies can take

three forms:

• Program effects vary among subgroups of students, depending on

participants' gender, age, experience with drugs, and school.

• Program impact differs across outcome measures. Knowledge is readily

influenced, whereas attitude and behavioral change are more intrac-

table. Of greater significance, changes in one domain are not accom-

panied by changes in other domains. This lack of global effect cautions

against assuming that improvements in knowledge will have an impact
on AOD attitudes or use by youth or that improvements in attitudes

will produce improvements in behavior.

• Individual programs have produced both positive and negative out-

comes (e.g., Gliksman 1981; Goodstadt et al. 1982; Goodstadt and
Sheppard 1983; DiCicco et al. 1984; Moskowitz et al. 19846; Schlegel et

al. 1984; Stein et al. 1984; Wills 1985; Williams et al. 1968; Botvin 1987;

Hopkins et al. 1988). Programs have exhibited negative (i.e., un-

desirable) effects in one domain, such as attitudes, while having a

positive effect on AOD use or expectations about future use by youth.

Different effects have also been found between subgroups within

studies; negative effects may be found within one group while positive

effects may occur within other groups.
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Reasons for Ineffectiveness ofPrevious Educational Approaches

Research evidence suggests that traditional educational approaches will

not, by themselves, be effective in preventing or reducing AOD problems.

Some reasons for this ineffectiveness are as follows:

First, the general population is composed of a variety of subgroups, some
thathave decided not to use drugs, others that expect to use them in the future,

others that no longer use drugs, and others that use them with varying degrees
offrequency and problems.

Second, behavior is the product of feelings, judgments, and social and
physical environments, in addition to knowledge. Thus, current drug educa-

tion programs are attempting to provide participants with the skills needed

to cope with personal and social influences.

Third, most AOD use among youth occurs in physical and psychological

settings far removed from formal educational settings. Drug education needs

to bridge the gap between the instructional setting (e.g., the classroom) and
the "real" world. Not only is the setting different, but the pressures and
influential forces to use drugs are different and stronger beyond the school

walls. These influential forces include peer and parental AOD use; social

support for use; and even the economic structure associated with the manufac-
ture, promotion, and distribution ofboth licit and illicit drugs. Since education

is rarely able to change such forces, people need to develop a repertoire of

communication and other social skills (Botvin et al. 1984) to help them cope

with this environment. Moreover, the school and society at large need to be
involved in prevention efforts to change these negative structural forces (see,

e.g., Wallack 1986).

Fourth, traditional education is a weak force, usually directed at the

individual, in contrast to the powerful forces—legal and illegal, formal and
informal—directed toward norm-setting and behavior change within a com-

munity or society.

Fifth, the conceptual and practical feasibility of divorcing drug education

from education on other health issues has been questioned, especially at early

grade levels, where specific health risk behaviorshave yet to emerge but where
lifelong patterns ofgeneral health-related attitudes and behaviors begin to be

shaped. These considerations have led some theorists (e.g., Klitzner 1987) to

call for developing and evaluating comprehensive health education programs
that begin in kindergarten or preschool and that rely on a developmentally

sequenced series of educational and skills development strategies that con-

tinue throughout the school years.
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School Policy Approaches

A significant minority of adolescents use alcohol and other drugs before or

during school hours, or on campus after school (Bachman et al. 1987).

Moreover, several studies suggest that many students obtain these drugs at

school or report that they could obtain them easily at school if they so desired

(Polich et al. 1984; Skager et al. 1986; Moskowitz 1987). In response, many
schools have developed AOD-related policies to limit availability and use and
to assist students who have AOD problems.

Moskowitz (1987) surveyed a national sample of public high school ad-

ministrators concerning their AOD policies. He concluded that the extent ofa

school's problems due to student alcohol or drug use is affected by how well

the school's overall discipline policy is implemented. Moskowitz and Jones

(1988) also found that among administrators who reported that student AOD
problems had declined, the most common explanation was an improvement
in the school's discipline policy or its implementation. In addition, most
administrators saw greater effects coming from such policies and their im-

plementation than from school-based prevention or treatment programs.

OSAP, in cooperation with the Department of Education, reviewed all the

curriculums and school policies and is compiling information related to their

strengths and weaknesses for use by school administrators who may not have
implemented curriculums or school policies or who may wish to update them.

Mass Media Approaches

Despite extensive use of the mass media in public education campaigns

about drug abuse, the effectiveness ofthese measures has not been well tested,

and as with school-based drug education, existing evidence does not encourage

optimism. Research indicates that mass media campaigns by themselves do

not change health behavior. They can, however, be effective in changing

awareness, knowledge, and attitudes and can create a context in which other

strategies to change behavior can succeed (Rootman 1985).

It may be possible to substantially improve the effectiveness ofmass media
campaigns in raising awareness and changing attitudes and norms by using

principles from the advertising and marketing industries. Techniques such as

defining specific audiences and targetingmessages may increase the effective-

ness of public communication campaigns, but these techniques have limited

efficacy for changing health-related behavior (McGuire 1984, 1985). OSAP
tries to use media campaigns to persuade, encourage, motivate, and reinforce

as an adjunct to more intense and interpersonal prevention programs
designed to change behaviors. For instance, through the mass media, OSAP
encourages preteens to stay smart and not start using alcohol and other drugs,
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but it also provides support to parents and teachers who can provide more
in-depth messages, provide role modeling, and engage in other prevention

actions that are simply reinforced by the "Stay Smart!" messages.

While the literature on communication campaigns reveals well-established

theoretical grounding, current practice and evaluation are often limited by
lack ofgood applications ofrelevant theories and sound practices (Rogers and
Storey 1987). This can be attributed partly to the practical nature of most
campaigns as well as to the fact that contexts ofcampaigns vary greatly from
one community to another. Communication campaigns almost invariably

involve communication processes at four levels of analysis: intrapersonal,

interpersonal, social network, and institutional. The most successful cam-
paigns seem to be able to integrate these processes and produce communica-
tion effects across all levels. Indeed, mass media campaigns are a critical

component of the Nation's long-term effort to stop drug abuse. The Harvard
School of Public Health has reviewed past media campaigns and concluded

that a long period ofskepticism about the strategic use ofmass media in health

promotion was strongly influenced by findings from short-term studies that

focused too narrowly on immediate behavioral change. Generally, evaluations

ofmedia campaigns have been seriously flawed in design and execution. The
Harvard group also presented recommendations concerning how future AOD
problem prevention campaigns should be designed and implemented to realize

the mass media's full potential to stimulate, amplify, and sustain shifts in

knowledge, attitudes, and behaviors (DeJong and Winston 1989).

Mass media campaigns may ultimately serve to reinforce existing attitudes

and social norms (Roberts and Maccoby 1985). Campaigns also can be effective

when combined with other prevention strategies, such as increased enforce-

ment of drinking and driving laws (Flay and Sobel 1983); publication and
diffusion ofmaterials; workshops; committees, community forums, and other

community efforts (Rootman 1985); and integration into focused health

promotion programs (Perry and Jessor 1985).

Flay and Sobel (1983) concluded that the most appropriate role for mass
media campaigns in preventing AOD abuse is to direct the messages to the

right people. They found that the chief weaknesses in media campaigns are a

heavy reliance on information and fear messages, a lack oftargeted messages
to identifiable audience segments, and the very limited dissemination of the

messages and materials. Despite their reported limitations, however, mass
media campaigns may be effective if programs are adequately planned,

executed, and evaluated (Hochheimer 1981; Flay and Sobel 1983; Hewitt and
Blane 1984; Wallack 1986; Flay 1987). OSAP applies these research findings

to all of its continuing public education campaigns so they may be optimally

effective in motivating, persuading, encouraging, and reinforcing behaviors.

An OSAP communications program has awarded grants that are applying this
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research in real-world situations in creative, innovative ways. These projects,

which have a solid theoretical base, will assist in developing refinements for

reaching a variety of ethnic/racial populations.

"Alternatives"Programs

Alternatives toAOD use amongyouth have had a long history in prevention

efforts. A Cohen (1973) study is often credited with recent interest in the power
ofalternatives to prevent drug problems. Their popularity reached such a peak
that, in the early 1970s, a moratorium called for unevaluated alternatives

programs. The situation does not appear to have improved, however, and few
evaluations have been reported in the literature.

Schaps et al. (1981) identified 12 alternatives programs, including 2 that

were among 10 "exemplary evaluation efforts." Tobler (1986) performed a

meta-analysis of 143 adolescent drug prevention programs and identified two
categories of alternatives programs:

• Positive activities more appealing than AOD use (e.g., youth centers,

job volunteerism, entertainment).

• Alternatives aimed at enhancing an individual's competence to over-

come deficits in basic life skills, low self-worth, and limited experiences

that place the individual at risk (e.g.
,
programs to improve basic reading

skills or job skills, or to provide wilderness experiences or physical

challenges).

Only 11 ofthe 143 programs analyzed used the alternatives model. On the

basis of these few studies, many of which did not directly test self-reported

AOD use by youth, the study concluded that alternatives programs were
highly successful for at-risk adolescents such as AOD users, juvenile delin-

quents, or students having problems in school. This conclusion may be overly

optimistic given the limited number of studies reviewed, the failure of many
of these studies to gather data on AOD use by youth, and the apparent lack

ofattention to limitations in the study methodologies used in constructing the

meta-analysis.

Communitywide Strategies

One common indictment ofmany demand-reduction strategies is that they

have too narrow a programmatic focus (Huba et al. 1980; Goodstadt 1986;

Klitzner 1987; Klitzner and Bell 1987). Often, prevention programs have used
only a single type of intervention (e.g., a school curriculum, an awareness
campaign, a police crackdown) to the exclusion of other types of responses.

Recognizing the major role that physical and social environments play in drug

issues has sparked interest in communitywide interventions. Helping com-
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munities take an active role (through empowerment ofindividuals, neighbor-

hoods, and communities) is embodied in recent national and international

policies, including those of the United States (U.S. Department of Health,

Education, and Welfare 1979; U.S. Department ofHealth andHuman Services

1986), Canada (Epp 1987), and the World Health Organization (Grant 1985).

Acknowledgment of the social environment has stimulated large-scale,

community-based health promotion studies (Green 1984). Recently, some
communities have attempted to overcome the narrowness and fragmentation

of past demand-reduction efforts by instituting communitywide, systematic

responses based on a coordinated and comprehensive package of demand-
reduction strategies that are mutually reinforcing. Thus, a community might
institute a strong antidrug school policy; provide AOD use prevention and
intervention training to health professionals, teachers, and youth workers;

aggressively prosecute and heavily punish drug dealers; and develop com-
munity resources for treatment. Ten communities that are trying to imple-

ment communitywide responses are described by Pacific Institute (1990).

The communitywide model has considerable theoretical and conceptual

appeal, and many of the strategies that communities are using have been
shown to be effective in their own right (e.g., reductions in alcohol availability

to youth). To date, however, few rigorous evaluations of multicomponent,

communitywide demand-reduction programs have been undertaken.

Some studies ofcommunitywide prevention programshave been conducted.

Most of these studies deal with risk factors associated with cardiovascular

disease, such as a high-cholesterol diet, lack of exercise, and smoking. In the

Stanford Heart Disease Prevention Project, for instance, mass media cam-
paigns as well as intensive education and training plus in-home counseling

were found effective in reducing cardiovascular risk (Farquhar et al. 1981).

However, in a replication ofthis study using risk factors for alcohol problems,

only changes in knowledge were found (Wallack and Barrows 1981).

Recently, Pentz et al. (1989) reported on a multicommunity effort that

included school-based drug education, parent involvement, mass media
coverage and public service announcements, and community task forces.

Results of a 5-year evaluation suggest that prevalence rates for tobacco were
reduced by 7 percent, for alcohol by 5 percent, and for marijuana by 3 percent.

Moreover, preliminary results suggest that these differences have been main-
tained at a 2-year followup. These results are encouraging, although further

research is needed on whether they can be generalized and replicated. These

data, along with communitywide studies, have led to the Community Youth
Activity and the Community Partnership Demonstration Programs, which
will permit additional study of the concepts reflected in this summary of the

literature. The Robert Wood Johnson Foundation is currently funding com-
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munitywide planning efforts in 15 communities across the country in their

"Fighting Back Initiative." These efforts are being carefully evaluated, and
the outcome should provide useful information to communities attempting
similar action. OSAFs "Drug-Free Communities" series of booklets for

families, communities, and prevention programmers addresses the concept of

communitywide, collective action as the most advantageous mechanism for

realistically reducingAOD problems. Prevention Plus II: Tools and Skills for

Creatingand SustainingDrug-Free Communities contains models, checklists,

and other planning and implementation data for those at the local level.

Workplace Strategies

In recent years, increased attention has been paid to the role of the

workplace in AOD problem prevention and intervention. Initial attention was
drawn to the workplace because of safety and productivity problems resulting

from alcohol and other drug use on the job. It has now been recognized that

work-based programs and policies can reduce the risk of work-related

problems and can also play a role in an overall community approach. Work-
based strategies include three basic components: employer policies, employee
education and awareness campaigns, and employee assistance programs.

Employer policies concerningAOD use, impairment during working hours,

or use of illicit drugs on or offthejob have been cited as important components
of work-based programs. Such policies may or may not include drug testing

under prescribed circumstances. Employer policies have been recognized as

an important strategy for reducing accidents and absenteeism and for increas-

ing productivity. They are also an important means of reinforcing messages
from other social institutions that drug use will not be tolerated.

Employee education and awareness campaigns can also reinforce societal

messages about alcohol misuse and other drug use. In addition, they can

publicize the employer policies and promote the employee assistance program.

Employee assistance programs provide intervention services to employees

experiencing difficulties with their own or a family member's AOD use.

Generally, such programs allow self-referrals as well as referrals by super-

visors who have noticed signs, such as absenteeism or declining productivity,

that may indicate an AOD-related problem. These programs often offer

assistance with other personal problems (such as marital problems) and may
include health promotion activities and information.

Few evaluations have been carried out that indicate the effectiveness of

work-based programs in reducing alcohol misuse and drug use on or off the

job. Southern Pacific Railroad carried out a study of its revised drug policies

(which included extensive drug testing in the case of accidents or rule viola-

tions). In the year before implementing the new policy, 911 such accidents
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occurred, resulting in damage losses of $6.4 million. After 3 years under the

company's new program, accidents dropped to 168, with a reduction to $1.2

million in damages. During the first few months under its new testing

program, 22 to 24 percent of employees involved in human factors accidents

tested positive for alcohol and other drugs. After 3 years under the new policy,

the percentage dropped to fewer than 3 percent (National Transportation

Safety Board 1988).

With regard to the effectiveness ofemployee assistance programs, statistics

from the Association of Labor, Management, Alcoholism Counselors and
Administrators and the National Council on Alcoholism show a 7 to 1 return

benefit for monetary investment in an employee assistance program (National

Transportation Safety Board 1988).

Prevention Through Policy and Legislative Strategies

The second prong of prevention involves coercive action in the form of

legislation, policies, and other regulations related to alcohol and other drug

use and abuse. Policies and their accompanying regulations have direct and
indirect functions.

The first and most obvious function of regulations is to influence drug-use

patterns. The history of AOD problem prevention strategies in the United
States (and in most other countries) can be characterized as an ongoing

experiment to find an effective and acceptable means of regulating use,

misuse, and abuse. Throughout history, every conceivable aspect of drug use

has been controlled through legislation and regulation. To the extent that

society and its history is dynamic, these efforts will continue. Any form of

"deregulation" is expected to be limited in scope in light of continued societal

concern.

The second purpose of laws and policies is to make an explicit statement

about society's attitudes and values regarding drugs and to support society's

other preventive efforts, such as education. Policies, which may include more
narrowly defined laws and regulations, have received increasing attention

from the public health community. Milio (1986), for example, stated that

people's health is primarily the result of the environment in which they live

and the patterns of behavior they follow. Those patterns are shaped by the

environment, and the environment is shaped by public policy. Finally, public

policy is shaped by the information that is available to the policymakers as

well as by the material interests of those who are organized to assert their

claims.

Similarly, McLeroy et al. (1988), in discussing an ecological perspective on

health promotion, comment that one of the defining characteristics of public

health—apart from its emphasis on the health of populations rather than on
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that of individuals—is the use of regulatory policies, procedures, and laws to

protect the health ofthe community.

Evidence for the effectiveness oflaws in preventing drug-related problems
is somewhat inconsistent. Regulation ofthe pricing and availability of alcohol

has been clearly shown to have an effect on alcohol consumption and alcohol-

related problems (Wagenaar and Farrell 1989). The potential effectiveness of

supply reduction of illicit drugs has been challenged (Polich et al. 1984).

Antimarijuana laws, in particular, appear to be ineffective deterrents, as

judged by disparate research evidence including student surveys (Goodstadt

et al. 1986), more detailed research studies of the deterrent effects of mari-

juana laws (Tittle 1980), and examinations of the impact of decriminalizing

marijuana possession in some States (Single 1981).

Perhaps the lack of simple, clear findings regarding the impact oflaws can

be understood through a general line of reasoning as laid out by Goodstadt

(1983) regarding the effects of legal and policy strategies:

• Perceived certainty of detection and punishment is probably a more
potent factor than perceived severity or swiftness ofpunishment.

• Deterrent measures do not equally influence all potential actors; it is

unclear whether the threat ofpunishment is effective only for those who
are responsive to social norms or whether it is also effective in providing

an additional incentive to those who are otherwise unresponsive to

social norms.

• Social factors are more powerful than the psychological factors of

perceived certainty and severity of punishment in influencing

proscribed or prescribed behaviors; these social factors include the

influence of perceived normative support for the behaviors and the

perceived social consequences of detection and punishment.

• The effectiveness of legislated threats is also a function of several

factors:

1. The intrinsic morality of the act (e.g., murder versus parking

offenses) as judged by the individual;

2. The importance or usefulness of the prohibited behavior to the

perpetrator—i.e., the degree to which the prohibited behavior is

rewarding;

3. The existence of alternative behaviors that would achieve the

same objectives or reinforcements for the individual; and

4. The deviant orientation of the individual.
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Thus, although legislative intervention can have a powerful impact on AOD-
related problems, this tool must be thoroughly understood and properly used

if it is to have the desired effects.

Prevention Through Training Health Care
Professionals and Community Leaders

The need for education of health care professionals has been well docu-

mented. Numerous prevalence studies have shown that 25-50 percent of

general hospital patients and 15-25 percent of ambulatory patients have

serious alcohol or other drug problems (Lewis and Gordon 1983). According

to a 1982 poll by the American Medical Association (AMA), nearly three-

fourths ofthe respondents reported feeling either incompetent or ambivalent

about treating the AOD problems of their patients (Kennedy 1985). The
National Institute on Drug Abuse and NIAAA sponsored a study in 1986 to

identify the number and type of curriculum units on AOD abuse offered by
four specialties in medical schools and residency programs: family medicine,

internal medicine, pediatrics, and psychiatry (Davis et al. 1988). The survey

findings indicate a lack of comprehensive AOD abuse instruction across

clinical specialties in medical school and residency training. Recently, Bowen
and Sammons (1988) have urged practicing physicians to attend better to the

needs of drug-abusing patients, and the AMA's Department of Substance

Abuse has widely disseminated "The AMA Guidelines for Physician Involve-

ment in Care of Substance Abusing Patients." The majority of practicing

physicians have had no formal medical school training about drug problems
(Lewis et al. 1987). Interest has renewed in the best ways to teach drug abuse
assessment and intervention techniques to health care students and practic-

ing health care professionals (Lewis et al. 1987; Dube 1989).

The evident need, as reflected in the literature review, for additional

training ofhealth professionals has resulted in OSAP establishing a national

training system to meet these needs. Specifically, primary health care

providers, allied health professions (such as social workers), community
leaders, and State-level prevention trainers are being targeted for training in

this system.

Summary

There is little scientific evidence upon which to base conclusions concerning

the efficacy ofmost demand-reduction strategies aimed at the general popula-

tion. The exception is strategies designed to limit access to alcohol, especially

for youth. These strategies—including raising the minimum alcohol purchase
age (which is now age 21 in all States), increasing taxation of alcoholic

beverages, and decreasing the number of alcohol sales outlets—have been
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shown to significantly decrease alcohol consumption and alcohol-related

problems.

Even though other strategies aimed at decreasing the demand for alcohol

and other drugs may yet prove to be effective, many appear promising and
worthy of more widespread implementation as well as further research. In

particular, systemwide coordinated efforts, which overcome the narrowness
and fragmentation that have characterized many past initiatives, may in-

crease the potency of general population strategies. Continued research into

the special policies, practices, programs, and activities that make up such

systemwide efforts is also needed.

Prevention Strategies for Populations in
High-Risk Environments

School-based prevention has remained prevalent because ofthe easy access

to students at different developmental stages. However, this delivery setting

misses young people at greatest risk—those who are absent or marginally

involved in school. As noted earlier, individuals and groups in high-risk

environments may be defined in terms of the number and types ofrisk factors

present. Several promising approaches have been developed and evaluated to

target specific risk factors or constellations of risk factors associated with

AOD-related problems.

It is interesting to note that drug education courses or lectures in school

have a greater salutary impact on African-American than on White students,

but that African-American students are less likely to have received such

courses or lectures in school. Fifty-three percent of the responding White
students indicated in the 1985 annual high school seniors survey (Johnston

et al. 1986a) that information provided in school about alcohol and other drugs

made them less interested in trying them. (See 1990 High School Senior

Survey for general attitudes toward specific drugs.) This may be compared
with an impressive 75 percent of the African-American students who
responded similarly. When asked to assess how valuable different types of

drug education experiences had been to them, more than one-third of the

African-American seniors (36 percent) reported that these educational ex-

periences had been of great value to them, as compared with only 11 percent

ofthe White seniors who felt similarly. Yet a larger proportion ofthe African-

American students (35 percent) indicated that they had not had any drug
education courses or lectures in school, as compared with White students (27

percent).

The implication of these data is that African-American/White differences

may be an important factor in determining the effectiveness of different
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preventive strategies. This should be explored further. The obvious conclusion

that these findings suggest is that every effort should be made to expose

African-American high school students to drug education since they respond

so positively to such efforts.

Program Descriptions

Early Childhood Education Programs

In one experimental study in which randomly assigned experimental and
control subjects were followed up at age 19 (Berrueta-Clement et al. 1984),

early childhood education thatfocused on enhancingthe intellectual and social

development of 3- and 4-year-old African-American children from back-

grounds ofextreme poverty was shown to reduce academic failure, adolescent

pregnancy rates, and criminal behavior. The experimental program consisted

ofdaily participation in preschool for more than 1 to 2 years and weekly home
visits by trained teachers to teach child-management skills to mothers. By age

19, experimental preschool participants had lower arrest rates and lower rates
of self-reported fighting—as well as higher rates of secondary school comple-

tion, lower rates of placement in special education classes, and higher grade
point averages—than their randomly assigned control counterparts. These
findings suggest that early childhood education can buffer the effects of

extreme poverty and neighborhood disorganization by reducing three risk

factors for adolescent drug use: childhood behavior problems (aggressiveness),

family management problems, and academic failure. However, research is

needed to evaluate the long-term effectiveness of early childhood education

for high-risk subgroups in preventing adolescent drug use.

Programs for Parents

Controlled studies have shown that problems in family management and
child behavior can be reduced through parenting skills trainingand functional

family therapy. Parenting skills training has produced short-term improve-

ments in family interaction and reductions in children's problem behaviors

(Baum and Forehand 1981; Patterson et al. 1982). Functional family therapy

has reduced delinquency among juvenile offenders (Alexander and Parsons

1973) and prevented it among their siblings (Klein et al. 1977).

Most systematic evaluations of parenting skills training have involved

children with conduct problems. Such training, which focuses on teaching

parents to monitor their children's behavior, to use moderate contingent

discipline for undesired behavior, and to reward prosocial behavior (Patterson

and Fleischman 1979), has consistently increased parent-child attachment
and decreased children's skill deficits and their targeted behavior problems

(Patterson and Reid 1973; Peed et al. 1977). Randomized experimental tests
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of parenting skills training have shown significant reductions in

preadolescents' problem behavior when compared with that of controls (Wal-

ters and Gilmore 1973; Karoly and Rosenthal 1977; Martin 1977; Patterson

et al. 1982).

To date, little experimental research has been conducted on the effective-

ness ofparenting skills training specifically forAOD use prevention . However,
in one study, parenting skills training was tested with parents who were
narcotic and polydrug abusers participating in treatment programs. A
preliminary evaluation reported that these parents were successfully trained

to develop more effective discipline methods, that their children had fewer

behavior problems following treatment, and that the children reported

decreased intentions to smoke and use alcohol (DeMarsh and Kumpfer 1986).

Effects ofthe intervention on the children's actual drug use were not reported.

Nevertheless, these preliminary results suggest that parents whose children

are at high risk by virtue of parental addiction can be successfully taught

parenting skills.

Early intervention programs for families in high-risk environments that

provide home visits during a child's first year oflife have been shown to reduce

the incidence ofchild abuse and neglect by improving mothers' skills in caring

for children (Swift 1988). Weekly home visits to parents to instruct them in

child management and socialization were a part of the preschool intervention

reviewed above that showed long-term beneficial effects of early childhood

education at ages 3 to 4 on academic achievement and crime in adolescence

(Berrueta-Clement et al. 1984). These findings suggest that in-home parent-

ing skills training for these families when children are in the preschool years

may have long-term preventive results.

Parental involvement has been shown to help improve academic effort,

grades, and attendance ofstudents evidencinglow commitment to school (Bien

and Bry 1980; Blechman et al. 1981). Bry (1982) reported a reduced involve-

ment in the juvenile justice system of experimental subjects who received an
intervention program consisting of (1) a parenting program that involved

regular contacts with the family and that trained and encouraged parents to

reward school progress, (2) teacher goal setting for students, and (3) a schedule

of rewards to students for goal attainment. These findings suggest that a

promising way to increase parental involvement is through training and
reinforcement. This parental involvement, in turn, promotes the improved
classroom performance of children.

Social Competence Skills Training

It has been argued that children who are aggressive, disruptive, and
rejected by peers in elementary grades are deficient in basic interpersonal
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skills that can be taught (Spivack and Shure 1974). Further, there is evidence

that aggression and other behavior problems in the early elementary grades

are associated with an increased risk of later AOD problems. This evidence

has stimulated suggestions that educational strategies to enhance social

competencies during childhood could reduce the risk of later AOD problems

(Hawkins et al. 1988).

Approaches promoting social competence have used a variety of methods,

ranging from teaching and coaching socially rejected youths in social interac-

tion skills, to increasing the frequency oftheir social interactions, to providing

classroom instruction in the use of a set of cognitive processes and behavioral

skills for handling interpersonal problems (Ladd and Asher 1985). These
approaches have been implemented in programs of widely varying duration,

with samples rangingfrom all students at a particular grade level to identified

students with behavioral problems. The approaches have been tested with
inner-city, low-income samples as well as with suburban, middle-class

samples.

Approaches to social competence promotion have yielded varying results.

Some investigators have reported positive effects on interpersonal behavior

(Gesten et al. 1982; Shure and Spivack 1982; Ladd and Asher 1985; Battistich

et al., undated) while others have found no effects on adjustment (Allen et al.

1976). To date, most of these investigations have focused on proximal out-

comes such as school adjustment rather than on AOD-related behavior.

The most promising evidence for social competence promotion as a drug-use

prevention strategy comes from a study by Lochman (1988), in which
boys identified by their teachers as aggressive were provided with an anger-

management program during school hours. When compared with a matched,

but not randomly assigned, comparison group of untreated aggressive boys,

the treated subjects had significantly lower rates ofalcohol and marijuana use
and fewer negative consequences of alcohol use at age 14, 3 years after the

intervention.

Stimulant Medications for Hyperactive Children

Since hyperactive children have been found to be at greater risk of alcohol

and other drug use, reduction ofthe symptoms ofhyperactivity may be helpful

in prevention of AOD problems (Gittelman et al. 1985). Treatment with

stimulant drugs improves attention span and reduces restlessness among
certain hyperactive children. Importantly, the use of stimulant medication

with hyperactive children has not been found to increase later risk for AOD
use. In one intervention study with boys with attention deficit disorders who
also engaged in aggressive behaviors, stimulant medications were used in

combination with skills training for parents and children; this was followed
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by lower rates of later antisocial behavior among treated subjects when
compared with a matched, but not randomly assigned, comparison group
(Satterfield et al. 1982). However, treatment with stimulant drugs in the

absence of skills training has failed to improve peer relations significantly or

to reduce problems of aggressiveness and delinquency in adolescence (Loney

1980).

Academic Achievement Promotion

Three strategies have shown positive effects on the risk factors of lower

academic achievement and problem behaviors in school and thus hold promise
for preventingAOD problems: early childhood education, discussed previously

(Berrueta-Clement et al. 1984); alterations in classroom teachers' instruction-

al practices in elementary and middle schools (Hawkins et al. 1988); and
academic tutoring oflow achievers (Coie and Krehbiel 1984).

Alterations in Classroom Instructional Practices

The use of certain instructional methods in classrooms has been shown in

experimental and quasiexperimental studies to improve achievement and
social bonding to school and to reduce student misbehavior. Several studies

have linked students' achievement gains to the amount of active instruction

and direct supervision of learning efforts that teachers provide (Anderson

1987). Classroom teachers' use ofa package of instructional methods consist-

ing ofinteractive teaching, proactive classroom management, and cooperative

learning resulted in significantly greater achievement gains in math and in

levels of commitment to school, as well as in significantly lower rates of

suspensions and expulsions from school, among urban seventh-grade students

in experimental classrooms when compared with control classrooms.

Cooperative learning methods have been included in some classroom inter-

ventions seeking to enhance achievement and commitment to school. In most
effective cooperative learning approaches, students of differing abilities and
backgrounds work together in small groups of five or six to master the

curriculum material, and they receive recognition as a team for the perfor-

mance of all members ofthe group. Cooperative learning strategies have been

designed to encourage students to help and support peers of diverse abilities,

ethnicities, and backgrounds to achieve academic success.

Controlled studies have shown positive effects of cooperative learning on

achievement and attitudes toward school and peers (DeVries and Slavin 1978;

Ziegler 1981; Madden and Slavin 1983). Further, in combination with other

instructional methods, cooperative learning has reduced rates of suspension

and expulsion from school among low achievers (Hawkins et al. 1988).
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However, in one well-controlled study, use of a cooperative learning method

did not prevent drug use (Schaps et al. 1986).

Cooperative learning methods hold promise for changing peer influence

patterns in schools, for reducing academic failure, and for increasing commit-

ment to school and attachment to prosocial peers. Given these effects on risk

factors for drug use, these methods should be investigated further for AOD
problem prevention effects.

Tutoring

Individualized tutoring for low achievers with behavioral problems has

been used in conjunction with, as well as separately from, social competence

skills training approaches discussed earlier (Coie 1990). Coie and Krehbiel

(1984) found that even without social skills training, tutoring of socially

rejected, low-achieving fourth-graders reduced peer rejection and disruptive

behavior in the classroom and significantly improved reading and math
achievement.

The existing evidence suggests that both improvements in instructional

methods used by teachers in mainstream classrooms and individualized

tutoring programs hold promise for reducing academic failure and problem

behaviors of children. Both types of intervention with children in elementary

and junior high school grades should be studied for effects in preventingAOD
problems.

Organizational Changes in Schools

Schools with the greatest rates of student misbehavior and AOD use are

typically "demoralized" organizations (Gottfredson 1988). There is evidence

that school organizational factors can be changed to reduce risk factors for

AOD-related problems (Gottfredson 1986, 1988; Comer 1988).

Gottfredson (1986) evaluated an intervention including

—

• establishment of an organizational structure to foster shared
decisionmaking and management in schools;

• use of curriculum and student-concerns specialists;

• academic innovations including cooperative learning, reading and test-

taking programs, and career exploration; and

• direct services to targeted students in high-risk environments, includ-

ing individual treatment plans, behavioral objectives, and monthly
monitoring by specialists, to increase academic involvement and
achievement.
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High-risk students in participating schools were randomly assigned to

treatment and control groups. At the end of 3 years of intervention, students

in experimental schools reported lower rates ofdrug use, delinquentbehavior,

and alienation, and higher rates of attachment to school, educational expec-

tations, and belief in school rules, as compared with students in comparison

schools. However, the direct services for targeted students in high-risk en-

vironments did not significantly affect risk factors or behavior (Gottfredson

1986), which is attributed to teachers' poor implementation of program
strategies.

Comer (1980, 1988) demonstrated positive gains in student academic
achievement over a 12-year period following the creation and support ofschool

governance and management teams in two New Haven schools serving

predominantly low-income African-American populations. The teams con-

sisted ofa principal, parents, teachers, and a mental health worker. The teams
developed and implemented comprehensive school plans for academics, social

activities, and special programs. Consistent schoolwide gains were achieved

in scores on standardized reading and math tests in comparison with national

norms, although control or comparison schools were not used.

Student Assistance Programs

Student assistance programs are designed to identify and intervene with

students who have already developed or are at risk of developing AOD
problems (e.g., Chambers and Morehouse 1983; Morehouse 1984; Griffin and
Svendsen 1986; Anderson 1987). Despite their wide acceptance in the Nation's

schools, however, these programs suffer from a dearth of evaluation. Klitzner

(1987) states that such programs have been studied from a process perspec-

tive, but rigorous assessments of student drinking and drug use are not

available.

Prevention ofAOD Use During Pregnancy

Little empirical research has been done on preventing alcohol and other

drug use during pregnancy and ameliorating the health consequences of

maternal AOD use on developing fetuses and on infants. Particularly scarce

are studies that test community-based prevention/intervention programs
targeting women who use more than one drug, women addicted to crack

cocaine, or ethnic populations ofwomen. Although literature on the effects of

maternal AOD use on fetuses and infants is increasing, there is virtually no
research on effective prevention of maternal use (Cook 1986). However, it is

possible to develop hypotheses about effective prevention programs by assess-

ing current clinical practices and reviewing the available literature.
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Linkages

Programs that effectively reach low-income women are characterized by
strong linkages to other services within the community. These relationships

make referrals easier, expedite the exchange of program information, and
open up resources for additional staff training, technical consultation, and

improved allocation of responsibilities within the larger network of com-

munity services.

Targeting

Based on observations from smoking cessation studies, researchers have

concluded that prevention programs are most effective when they target

populations at high risk for developing AOD problems. The group to be

targeted would also be defined narrowly by age, life situation, and role.

Moreover, education efforts should spring from programs that already reach

the particular population at risk and should be designed specifically for that

group (Winick 1985). During pregnancy, women are more receptive to mes-

sages urging them to adopt a range of healthier behaviors (Little and
Streissguth 1986, 1987). Despite no physiological explanations for many ofthe

changes in AOD use among pregnant women (e.g., tobacco and alcohol cause

discomfort for substantial numbers of pregnant women), Little and
Streissguth (1986, 1987) suggest that women are also psychologically more
responsive to prevention interventions at this time, especially when a positive

effect on the developing fetus is cited.

Reducing Barriers to Participation

Effective drug use prevention programs for pregnant women are further

distinguished by the ability ofpersonnel to understand and meet the needs of

the population they serve. Cultural sensitivities must be observed; practical

services that eliminate barriers to full participation must be instituted.

Examples include babysitting and bilingual staff and literature. Program
participants should be actively and appropriately involved in the services

offered, such as helping to select referral sources, setting the agenda for group
sessions, evaluatingthe relevance ofmaterials provided, and identifying areas

ofunmet need (Reed 1987; Godley 1988).

Staffing

Skilled staff members are another ingredient of successful prevention

programs for pregnant women. Many programs employ the services ofhighly

trained professionals with substantial experience in AOD use prevention and
in providing screening and referral services (Sokol and Miller 1982; Rosett
and Weiner 1984; Little and Streissguth 1986, 1987).
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Summary

Several approaches have been found to reduce factors that place individuals

at risk for AOD-related problems. Early childhood education, parent training,

social competence promotion, and academic achievement promotion have all

been shown to reduce important risk factors and thus hold promise for

reducing AOD problems among certain populations. The use of stimulant

medication on hyperactive children, who are at particular risk of developing

AOD problems, has also been found to reduce some risk factors. Pregnant
women are a group for whom the use of alcohol and other drugs poses great

dangers. To date, very little research has been done concerning the effective-

ness of programs for this important population.
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CHAPTER 3

Programs Designed To Reduce
Demand

Kent L. Augustson
Darlind J. Davis

The Federal Role in Alcohol and Other
Drug Problem Prevention

To address the tremendous need for and to reflect the current knowledge
base about alcohol and other drug (AOD) problem prevention, several Federal

programs have been initiated over the past few years. The Anti-Drug Abuse
Act of 1986 (Public Law 99-570) mandated a number of Federal agencies to

address AOD problems. The role ofthe Federal, State, and local governments
in addressing these problems was further broadened by the Anti-Drug Abuse
Act of 1988 (Public Law 100-690), which provided additional resources for

these efforts, mandated the appointment of a drug policy director, and estab-

lished a national policy of"zero tolerance" for those who manufacture, import,

distribute, and use illicit drugs. Currently, almost every Cabinet-level agency
has a significant role to play in the national effort to reduce AOD problems.

The U.S. Government Accounting Office reports that the Federal Govern-

ment has spent $23.4 billion on various drug abuse programs since 1981

(Alcoholism and Drug Abuse Week July 5, 1989). Of that total, $15.45 billion

was appropriated in the last 4 years—that is, since the Anti-Drug Abuse Act
of 1986—as compared with $7.98 billion between 1981 and 1985. The focus on

prevention and treatment also has increased. The Anti-Drug Abuse Act of

1986 allocated 26 percent of the appropriations to prevention and treatment;

the 1988 Anti-Drug Abuse Act increased that proportion to 29 percent.

Despite the previous disparity between funds for supply reduction and
funds for demand reduction, law enforcement and health officials have come
to agree that efforts to reduce the supply of drugs cannot succeed as long as

the demand for such drugs continues at the current level. Therefore, Congress

and the executive branch of the Federal Government have emphasized
demand reduction.

The Federal Ad Hoc Interdepartmental Task Force has also been estab-

lished. In it, the following Federal agencies are represented and have a
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mandate to further efforts to prevent problems related to the abuse ofalcohol

and other drugs:

• Office for Substance Abuse Prevention (OSAP), Department of Health

and Human Services [Chair of the Task Force];

• Department ofEducation;

• Office ofJuvenile Justice and Delinquency Prevention, Department of

Justice;

Department ofHousing and Urban Development (HUD); and

Department of Labor.

The purpose of the Ad Hoc Task Force is to assist selected communities in

establishing a community prevention demonstration project. The project

should develop better ways to coordinate the delivery of multiple Federal

agency resources. Its goal is to demonstrate how existing Federal resources

might be more effectively used or, where possible, redirected to provide a more
coordinated, comprehensive response to the community's needs. The par-

ticipating Federal agencies do not contemplate making new funding available

but, rather, making existing resources work better.

In addition to the Ad Hoc Task Force, the Coordinating Council on Juvenile

Justice and Delinquency Prevention, created in 1974, continues to work to

improve coordination among the Federal Government's juvenile delinquency

and missing children programs. The council provides a forum for members
and the public to learn about important juvenile justice issues, to exchange
ideas and information about effective programs, and to develop cooperative,

systemwide responses to assist communities. It has devoted increasing atten-

tion to alcohol and other drug problems as well as to the many associated risk

factors. Representatives from several components of the Departments of

Justice (Chair of the Coordinating Council), Health and Human Services,

Labor, Education, Transportation, and HUD, as well as some independent
agencies, participate in the council.

Other Federal agencies involved in demand-reduction efforts include the

Centers for Disease Control, the Health Resources and Services Administra-

tion, the Office of Disease Prevention and Health Promotion, ACTION (the

Federal domestic volunteer agency), and the National Institutes of Health
(NIH). The efforts of all these agencies are described below.

The Office for Substance Abuse Prevention (OSAP)

The Anti-Drug Abuse Act of 1986 established OSAP to lead the Federal

Government's efforts toward the prevention of and intervention in AOD use
among youth in high-risk environments and their families. Because it was
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established initially as a separate office within the Office ofthe Administrator

in the Alcohol, Drug Abuse, and Mental Health Administration (ADAMHA),
its responsibilities included operation of the National Clearinghouse for

Alcohol and Drug Information (NCADI) and its related activities, community
technical assistance contracts, and a demonstration grant program for youth
in high-risk environments.

The Anti-Drug Abuse Act of 1988 significantly expanded the scope and
functions ofOSAP, establishing it as an institute equivalent inADAMHA and
expanding its responsibilities to include the following four new grant

programs and the establishment of a national training system. Descriptions

of five other programs also follow.

The High-Risk Youth Demonstration Grant Program

In fiscal year 1987, 130 demonstration grants were funded in response to

an announcement that called for three types of proposals from the field:

comprehensive prevention and treatment strategies; primary prevention to

specified targeted populations; and early intervention models for youths who
were already users of "gateway" drugs such as alcohol, nicotine, and
marijuana. In all, 40 comprehensive, 56 targeted, and 34 early intervention

demonstration grants were funded at a cost ofroughly $24 million.

The current High-Risk Youth Demonstration Grant announcement em-
phasizes models/strategies that address the reduction of multiple risk factors

and/or the enhancement of resiliency factors aimed at specified age develop-

mental groupings. Through fiscal year 1991, 280 demonstration grants were
funded for a total of $64.1 million.

In addition to encouraging individual project evaluations, this program is

beingintensively examined under a 3-year contract to do cross-site evaluation,

identify replicable projects, and assess grantees' evaluation approaches.

Since the inception ofthe High-Risk Youth Demonstration Grant Program,
OSAP has sponsored the annual National Learning Community Conference.

Members ofthe National Learning Community are brought together through

a common interest and involvement in the prevention ofAOD abuse among
high-risk populations to develop, share, and implement new knowledge and
effective strategies in their areas ofcommon concern. Among the members of

the National Learning Community are the demonstration grantees, re-

searchers, and representatives from Federal agencies, State alcohol and other

drug abuse agencies, and national advocacy organizations.
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Pregnant and Postpartum Women and Their Infants (PPWI)

Demonstration Grant Program

This program was initiated in fiscal year 1989, in collaboration with the

Office of Maternal and Child Health of the Health Resources and Services

Administration, to develop innovative, comprehensive, community-based
models of education, prevention, and treatment for AOD-using pregnant and
postpartum women and their infants. Low-income women were designated a
priority in the 1988 Anti-Drug Abuse Act that established this program. In

fiscal year 1989, a total of$4.2 million was available, including a contribution

of$450,000 from the Office ofMaternal and Child Health, to fund 20 demon-
stration grant proposals. Through fiscal year 1991, 115 demonstration grants

were funded for a total of$38.2 million. At OSAP, the PPWI program is being
managed by the Perinatal Addiction Prevention Branch, Division of

Demonstrations and Evaluation.

Community Youth Activity Program

Authorized by the Anti-Drug Abuse Act of 1988 and initiated in fiscal year

1989, this program funds communities or national organizations with com-
munity-based affiliates to establish and evaluate innovative AOD problem
prevention services programs for youth, especially those who are not in school,

are at risk ofdropping out, or are involved with gangs. It reflects the findings

in the literature related to multiple risk factors, peer influence, and school

performances and influences. In fiscal year 1989, $15 million was available

for this program; $20 million was available in fiscal year 1990; and $19 million

was available in 1991.

The program has three distinct components, with the funding for each

allocated on the basis of a formula provided in the legislation:

• Projects of National Significance is a program to support projects

designed to develop community-based activities for youth; specifically,

its mission is to stimulate incorporation ofAOD-prevention components
into existing organizations serving youth. In fiscal year 1989, seven

3-year contracts were awarded to organizations or associations with a
national base.

• Block grants provide funds that enable States and territories to offer

financial assistance for community services and partnerships that are

designed to develop community activities targeted at preventingAOD
use among youth.

• Competitive grants, funded through State agencies, provide innovative

approaches to developing community services and partnerships tar-

geted toAOD use prevention through education training and recreation
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activities. During fiscal year 1989, 23 competitive grants were awarded
to the States for 3 years; an additional 8 were funded in fiscal year 1990.

Evaluation at both the project level and the cross-site level is currently

under way to assess the implementation experiences and outcomes of all

components ofthis program.

Community Partnership Demonstration Grant Program

This innovative OSAP program promotes the coordination of existing

resources, develops long-term prevention plans that encourage effective use

of multiple agencies in the public and private sector, and expands the

grassroots response to prevention and early intervention. Awards for the

second year of this program, FY 1991, will total $54 million. Approximately

180 5-year grants will be awarded in a stratified distribution. Small towns,

rural communities, medium-sized cities, and large cities will have access to

these funds through planning and development ofcommunity coalitions that

are either in place or developed in the partnership.

National Prevention Training System

OSAP's National Prevention Training System, mandated under the Anti-

Drug Abuse Act of 1988, was initiated in September 1989 with the award of

two contracts. One contract inventories existing training resources provided

by both public and private agencies to help the National Prevention Training

System contract develop curriculums and avoid duplication of existing train-

ing resources. This contract provides OSAP with an automated data system
on training programs, which will be maintained by the National Prevention

Training System contractor.

A second contract establishes the foundation for a system with comprehen-
sive prevention training capability that integrates new with existing training

and technical assistance resources now available. The National Prevention

Training System contract has been designed to develop and pilot test continu-

ing education ofprimary and allied health care personnel, community leaders,

and State-level prevention system trainees.

National Clearinghouse for Alcohol and Drug Information

(NCADI)

This program, which includes the Regional Alcohol and Drug Awareness
Resource (RADAR) Network, ensures the coordinated gathering, develop-

ment, review, and rapid dissemination ofculturally relevant information and
materials about alcohol and other drugs. NCADI gathers, synthesizes, pack-

ages, promotes, and transfers the latest knowledge, such as that contained in
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this report, to a wide range oflaypersons and professionals. It also distributes

about 20 million pieces of literature a year in response to more than 200,000

telephone and mail requests. The RADAR Network, an affiliation of Federal,

State, voluntary, and research organizations operating information centers or

clearinghouses, provides a nationwide system to ensure effective cooperation

and dissemination of relevant knowledge and feedback to OSAP for effective

communication program implementation.

Major Media Campaigns

These campaigns—including "Be Smart! Don't Start!" and "Stay Smart!
Don't Start!"—provide messages aimed at preventing AOD use among
preadolescent and teenage audiences. Other campaigns of national sig-

nificance include a public education campaign that will target urban preteens

and early adolescents in top African-American media markets in the United

States, and a Hispanic "Stay Smart! Don't Start!" (jPiensalo!) campaign that

introduces a new bilingual (English/Spanish) set of materials to respond to

the Hispanic community's expressed desire for culturally sensitive and lin-

guistically appropriate prevention materials.

In 1991, OSAP launched "Put on the Brakes," a program aimed at looking

at alcohol consumption on college campuses. The goals of the program are to

promote a change in the alcohol culture on campuses and to foment changes
in policies on alcohol consumption. It is designed to challenge the college

students' misconceptions about drinking; to raise awareness on college cam-
puses about alcohol problems and about the trauma, injury, and death caused

by college students' drinking; to call for action among college presidents,

governing boards, faculty, administrators, and students; and to spark debate

about the promotional efforts ofthe alcoholic beverage industry on campuses.

Conference Grant Program

This program provides funding for meetings related to AOD problem
prevention sponsored by new or ongoing constituency organizations or coali-

tions for coordinating, exchanging, and disseminating information in this new
field.

Communication Grant Program

To date, this program is supporting 18 promising communication models
or innovative approaches targeting hard-to-reach and other special popula-

tions through mass communications and public education. These projects are

reaching a wide range ofethnic/racial populations includingAsian and Pacific

Islander Americans, Hispanics, African Americans, Whites, and people with

disabilities. Projects include mass media campaigns, videos, and databases.
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Audiences respond best to carefully developed media approaches that reflect

their cultures, environments, knowledge, attitudes, and beliefs.

Evaluation ofDrug Abuse Education and Prevention Efforts

This evaluation has been mandated by the Anti-Drug Abuse Act of 1988.

In response, OSAP is designing a contract that will be the first step in

developing a systematic evaluation of the different approaches used across

the Nation to reduce AOD problems at various levels of intervention, begin-

ning with those of the Federal Government.

The Centers for Disease Control

Perinatal Acquired Immunodeficiency Syndrome (AIDS)

Prevention Projects

Eight projects are currently funded to implement and evaluate approaches

to preventing the perinatal transmission of the human immunodeficiency
virus (HIV) infection, most of which is directly related to drug abuse among
expectant or new mothers and their sexual partners.

Community-Based Organizations

Congress has authorized local groups to provide funding and technical

assistance in areas most heavily affected by the HIV epidemic to allow each

community to address this problem in the most relevant way.

AIDS Community Demonstration Projects

Flexible, community-based research centers have begun in seven places

across the country, supported by cooperative agreements to design, imple-

ment, and evaluate strategies for preventing further transmission.

Cooperative Agreements

Agreements are in place to assess the impact of HIV-related tuberculosis

among injected drug users through epidemiological studies.

NationalAIDS Information Clearinghouse

The Clearinghouse gathers information on HIV prevention and treatment

services and it distributes Public Health Service-approved materials free to

all requestors.



90 PROGRAMS DESIGNED TOREDUCEDEMAND

NationalAIDS Information Campaign

This campaign develops a wide range of information materials, including

television and radio public service announcements, print ads, and brochures.

These materials are distributed nationwide to media outlets as well as to

public and volunteer health organizations.

National and Regional Minority AIDS Prevention Grant

Program

This program provides funds and technical assistance to national and
regional organizations that serve ethnic/racial populations. These resources

are used to develop culturally relevant information and education programs.

The National Institutes of Health

National Institute of Child Health and Human Development has issued a
grant announcement entitled "Maternal and Paternal Drug Abuse and Its

Effects on the Offspring" to encourage proposals to study the effects of drugs
on the reproductive and developmental processes.

Grantees of the National Institute of Neurological and Communicative
Disorders and Stroke are investigating the relationship between cocaine use
and stroke to determine the mechanism of action.

ACTION

ACTION, the Federal domestic volunteer agency, continues to fund "Drug
Alliance Demonstration Projects." These projects are designed to use volun-

teers to stop drug abuse in inner-city and low-income rural communities.

The Office of Disease Prevention and Health Promotion

Under a contractual arrangement, the Office of Disease Prevention and
Health Promotion is assessing the methods of communication and program-
ming that are most effective in reaching at-risk, out-of-school youth with

health information and skills that motivate and produce health-related be-

havioral change.

Health Resources and Services Administration

Block Grant to States for Maternal and Child Health Services

This grant program has an appropriation of$465 million to provide health

services to mothers and children.
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Maternal and Child Health Special Projects ofRegional and
National Significance

These are discretionary projects, usually grants, that address the needs of

mothers and children on a national or multi-state level. Some projects have a
specific purpose to improve services foryouth withAOD education, treatment,

and counseling.

PediatricAIDS Demonstration Program

This program funds projects to investigate new approaches and innovative

models for providing coordinated services to both women of childbearing age

and children infected, or at risk of infection, with HIV. Included in the

demonstrations are components designed to address such risk-taking be-

haviors as injected drug use.

Human Immunodeficiency Virus Service Demonstration

Program

This program supports and facilitates the organization of systems to care

for HIV-infected people. It develops coalitions of service providers, identifies

gaps in services, promotes coordination of community resources, ensures

continuity of services through effective case management, and provides cost-

effective alternatives to hospitalization for HIV-positive people. Since injected

drug abusers constitute one of the highest risk groups, all projects have
components to provide counseling, diagnostic, and other services to this

population.

Human Immunodeficiency Virus Services Planning Program

This program provides grants to communities to plan a unique, localized

response to all aspects of the HIV epidemic. Again, since injected drug users

are a high-risk group, their situation and problems are part of this effort.

The Department of Education

The Drug-Free Schools Act is a formula grant program that was funded at

$437 million in fiscal year 1990. The act establishes regional training centers

to coordinate prevention training and share consultant expertise. This project

is a joint effort between OSAP and the Department of Education, which had
$20 million in fiscal year 1990 for training school personnel in prevention.



92 PROGRAMS DESIGNED TOREDUCEDEMAND

The Department ofHousing and Urban Development
(HUD)

The Public Housing Drug Elimination Grant Program increased from $8.2

million in fiscal year 1989 to $97 million in fiscal year 1990 and includes

AOD-prevention components.

HUD has established the Drug Information Strategy Clearinghouse, which

provides information and resources in tutoring programs, model prevention

programs in public housing projects, and Boys' and Girls' Clubs.

OSAP is working with HUD in several cities including San Francisco,

Philadelphia, Washington, Newark, and Houston as part of the Federal Ad
Hoc Interdepartmental Task Force.

The Department ofTransportation

The Department of Transportation National Highway Transportation

Safety Administration has funded TEAM SPIRIT training programs to help

students and adult sponsors promote alcohol and other drug-free activities

and projects in high schools. These programs provide intensive, 1-week
training to several high school youth teams as well as to some adults. Some
yearlong support is also provided. The National Highway Transportation

Safety Administration hopes to provide TEAM SPIRIT training to additional

schools.

The Department ofLabor

The Department of Labor has the major responsibility in the area of

workplace and employee assistance programs. It has several programs that

are targeted to disadvantaged, high-risk areas. One program, Youth Oppor-
tunities Unlimited (YOU), was initiated in 1990 in target areas with gang
involvement. YOU is in the planning stage in eight cities where it works with
schools, community agencies,job training programs, and other developmental

initiatives to help disadvantaged youth.

The Department of Health and Human Services

The Office ofHuman Development Serviceshastwo majorprograms related

to drugs. The first is theYouth GangDrug Prevention Consortia, which funded
52 projects for the establishment of either community-based consortia (up to

2 years to develop single-purpose youth gang prevention, intervention, and
diversion programs) or innovative support programs for youth in high-risk

environments and their families.
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The Office of Human Development Services also funded Drug Abuse
Prevention Programs for Homeless Youth for up to 2 years. These programs
are designed to provide comprehensive service projects, community network-

ing projects, development of model approaches to reducing and preventing

runaway and homeless youth involvement with illicit drugs, and specific

American Indian youth efforts.

The Department ofJustice, Office of Juvenile Justice

and Delinquency Prevention

The Office ofJuvenile Justice and Delinquency Prevention has two major
initiatives related to AOD use prevention: Effective Strategies and Promising

Approaches. Effective Strategies will assist five communities in identifying

AOD-related problems and the resources to deal with them, articulate respon-

sive policies, design systemwide strategies, establish a program implementa-
tion plan, and monitor operations and results. The project includes training

juvenilejustice decisionmakers and strengtheninglaw enforcement and court

processing of drug-related cases from arrest through disposition. Promising
Approaches identifies both risk factors that increase involvement with illicit

drugs and promising prevention and intervention efforts that target these risk

factors. This information will be used to develop and test model programs to

help communities respond to illegal drug use by youth in high-risk environ-

ments.

The Role of the States, Local Governments, and
the Private Sector

The Alcohol, Drug Abuse, and Mental Health

Administration (ADAMHA)

The Alcohol, DrugAbuse, and Mental Health Services Block Grant provides
funds to States to supportAOD and mental health prevention, treatment, and
rehabilitation services. This grant totaled $806 million in fiscal year 1989.

Under the new allocation formula, approximately 67 percent of these funds

were for AOD-related activities. Twenty percent of all AOD-related funds

must be spent on prevention efforts.

Office for Substance Abuse Prevention (OSAP)

OSAP involves the National Association of State Alcohol and Drug Abuse
Directors (NASADAD) and its membership in planning and implementing its

community technical assistance programs and various parent, youth, and
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community framework workshop presentations. Moreover, NASADAD is

responsible for developing the National Training System described above.

That contract calls specifically for substantial training of State personnel to

facilitate additional training capability within the States.

Private Foundations

A preliminary analysis ofa study by the Foundation Center, "Grantmaking
in Alcohol and Drug Abuse," reveals that since the mid-1980s the percentage

of foundation grant dollars allocated to alcohol and other drug abuse has
doubled.

In 1987, foundation grants for AOD abuse totaled $87.1 million, of which
36.2 percent was for prevention, 9.7 percent was for education of health

professionals, and almost halfwas for treatment. In prevention, about half of

the grant dollars went to school-based programs, followed by community-

based efforts and public awareness projects. The latter included most media
campaigns.

Whether in intervention or prevention, grantmakers give priority to ser-

vices for adolescents. Among population groups, children and youth receive

more than one-third of all grant dollars; programs for women rank second, at

nearly 4 percent of funding. There has been scant support for programs or

services for ethnic/racial populations with a high incidence ofAOD problems.

Among these minorities, American Indians have received the most attention

to date.

Two relatively new approaches that have earned increased support based
on study and survey results are programs addressing multiple-problem be-

haviors—teen suicide,AOD use by youth, sexual abuse, adolescent pregnancy,

and dropping out of school—and community coalitions and task forces.

After studying the AOD field, the Robert Wood Johnson Foundation an-

nounced a major national competition called "Fighting Back." Public and
private sector organizations throughout the United States were urged to apply

for $26.4 million in grants. These grants, like those in OSAFs Community
Partnership Demonstration Grant Program, are designed to stimulate com-
prehensive, long-range AOD use prevention planning and programming
within communities. OSAP has been and will be collaborating closely with the

foundation on implementing and evaluating this program. In addition, the

availability of multimillion dollar funds from the private sector has created,

through tax deductible contributions, a superfund for a national mobilization

of a drug-free America. Also, forfeiture funds are supplementing community
services through the use of confiscated drug money and resources.
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The important foundations involved in the prevention of AOD-related
problems include the Scaife Family Foundation, the J.M. Foundation, the Pew
Memorial Trust, the Skillman Foundation, and the Smithers Foundation.

Many more local and regional foundations have joined the effort to finance

community and grassroots solutions to the AOD problems in the United
States.
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CHAPTER 4

Drug Abuse and AIDS: Clinical

Epidemiology

Harry W. Haverkos
Elizabeth Steel

Because injected drug abuse is one ofthe risk behaviors associated with the

transmission ofhuman immunodeficiency virus (HIV), which causes acquired

immunodeficiency syndrome (AIDS), this chapter examines epidemiological

studies of the epidemic. These longitudinal studies are designed to identify

the time course and prognostic factors associated with progression ofHIV from
infection through its various stages to AIDS and death.

Another purpose ofthese studies in AIDS is to identify cofactors. A cofactor

in AIDS is a non-HIV-related influence (such as status ofthe immune system
as related to drug use or nutrition) that operates in conjunction with HIV, e.g.,

to affect the progression ofAIDS and ofdiseases associated with it. Identifying

cofactors in AIDS could prove invaluable in developing strategies to prevent

or slow disease progression.

Historical Perspective

Concomitant with the initial case reports ofAIDS among homosexual men
was a report of Pneumocystis carinii pneumonia among men who denied

homosexuality but admitted injected drug abuse. Initially, skeptics assumed
that those cases were individuals who prostituted themselves to other men to

pay for their drugs. However, as the case reports among injected drug abusers

continued and as cases of female injected drug abusers were reported, it

became clear that injected drug abusers were also at risk for AIDS.

As of April 30, 1989, there were 94,280 AIDS cases (including Kaposi's

sarcoma and/or life-threatening opportunistic infections) in the United States

reported to the Centers for Disease Control (CDC). About 100 new cases of

AIDS are reported to CDC each day. AIDS cases may be categorized by
combinations of various characteristics, including (1) history of injected drug

abuse, (2) sexual orientation, (3) gender, (4) race, (5) geography or location,

(6) history ofsexual contact with members ofother risk groups, and (7) history

of other routes of exposure to blood or blood products (e.g., transfusion,

treatment for hemophilia). While information is not available concerning risk
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for AIDS associated with all combinations of these factors, the over-

representation ofAIDS cases among people showing particular sets ofdemo-

graphic characteristics and events in their life histories reveals much about

the interrelationships amongdrug abuse, sexual transmission, and AIDS. The
following paragraphs summarize findings from the epidemiology ofAIDS that

deal with the interaction of injected drug abuse and other factors.

Approximately 27 percent of the AIDS cases (including 30 percent ofthose

reported since January 1, 1988) are among injected drug abusers.

Heterosexual injected drug abusers account for 20 percent of all AIDS cases,

and homosexual and bisexual injected drug abusers account for an additional

7 percent. AmongmaleAIDS cases, 17 percent are heterosexuals who reported

that at least once before developingAIDS they used needles to self-inject drugs

not prescribed by a physician; 52 percent of all female AIDS cases reported

such a drug abuse history.

There is considerable variation in the numbers ofAIDS cases by race among
the various at-risk groups in the United States. According to the 1980 U.S.

census, Whites account for approximately 80 percent of the U.S. population,

African Americans 12 percent, and Hispanics 6 percent. Whites constitute 73

percent of AIDS cases among homosexual and bisexual men, 76 percent of

cases among hemophiliacs and blood transfusion recipients, and 20 percent of

cases among heterosexual injected drug abusers. On the other hand, African

Americans account for 50 percent ofAIDS cases among heterosexual injected

drug abusers, 65 percent ofcases attributed to heterosexual transmission, and
60 percent of cases attributed to vertical or perinatal transmission. Finally,

Hispanic heterosexual injected drug abusers and children with AIDS attrib-

uted to vertical transmission outnumber White heterosexual injected drug
abusers and White children with AIDS.

There are also considerable geographic differences. All 50 States, Puerto

Rico, and the District of Columbia reported at least one AIDS case among
heterosexual injected drug abusers. However, New York and New Jersey

accounted for more than 60 percent of all such cases, as well as 22 percent of

all homosexual injected drug abusers with AIDS and 25 percent of all AIDS
cases not reporting injected drug abuse. In New Jersey, heterosexual injected

drug abusers with AIDS accounted for 48 percent of all cases; in California,

they accounted for only 3 percent.

Many of the heterosexual contact and pediatric AIDS cases in the United
States can be directly linked to injected drug abusers. Sixty-one percent of

AIDS cases attributed solely to heterosexual transmission from U.S.-born

AIDS patients reported sex contact with an injected drug abuser. Fifty-six

percent of the mothers of children with AIDS to whom HIV was transmitted
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during pregnancy were injected drug abusers, and an additional 18 percent of

the mothers were heterosexual contacts of injected drug abusers.

Injected drug abusers account for a significant proportion ofAIDS cases in

the United States. AIDS has also been reported among injected drug abusers

in Africa, Asia, Europe, Oceania, and South America. And AIDS is occurring

among the heterosexual partners and children of injected drug abusers in

epidemic fashion.

The number of AIDS cases, however, does not adequately describe the

extent ofthe problem. AIDS is caused by HIV, a virus that is transmitted from
person to person through sexual contact or exposure to infected blood and
blood products, and from mother to child during pregnancy. Because of the

long latency period from infection to diagnosis ofAIDS and the persistence of

infectivity of HIV antibody-positive individuals, the number of individuals

infected with HIV is considered to be a better measure of the extent of the

epidemic among injected drug abusers than the number infected with AIDS.
However, current information about HIV seroprevalence among injected drug
abusers is limited.

In a review of 92 published and unpublished studies of the prevalence of

HIV infection among injected drug abusers in the United States, HIV
seroprevalence among injected drug abusers in drug treatment programs
ranged from zero to 65 percent. Seropositive rates were highest in New York,

New Jersey, and Puerto Rico, and lowest in smaller cities in the West, the

Midwest, and the South. Risk of infection was associated with African-

American and Hispanic populations.

The seroprevalence ofHIV infection in a population ofinjected drug abusers
increases over time, as is illustrated by a study conducted by Novick and
colleagues (1985). They studied heterosexual men and women enrolled in a

study of chronic liver disease in New York City; subjects were current or

former heroin abusers on methadone maintenance. Stored sera from par-

ticipants were tested for HIV antibody. In 1978, 0/7 sera were HIV positive;

in 1979, 14/49 (29 percent); in 1980, 8/18 (44 percent); in 1981-83, 14/27 (52

percent); and 56 percent in 1984.

Within a city, HIV seroprevalence among injected drug abusers may vary

by drug-using behavior, race, sexual orientation, and treatment facility. In

San Francisco, Chaisson and colleagues (1981, 1987, 1989) studied 281

heterosexual injected drug abusers recruited from five major opiate addiction

treatment programs from December 1984 to October 1985. Ten percent of

subjects had enzyme-linked immunosorbent assay (ELISA) screening and
Western-blot-confirmed seropositivity for HIV antibody. Drug dependent

people who reported sharing needles with two or more persons were more
likely to be positive than those who did not report sharing needles (15 percent
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versus 3 percent). In addition, African-American and Hispanic participants

were more likely to be positive than White participants (14 percent versus 6

percent).

In another study conducted in San Francisco, 401 injected drug abusers

were screened for HIV antibodies and interviewed concerning their medical,

sexual, and drug-use histories. Three hundred were participants in a 21-day

detoxification program located in San Francisco, and 101 were out-of-treat-

ment injected drug abusers recruited through a modified chain-referral pro-

gram. Seven percent of the detoxification patients and 16 percent of the

out-of-treatment participants were HIV seropositive.

Investigators in the Bronx, NY, have interviewed and tested spouses of

injected drug abusers with AIDS. Spouses were excluded from the study if

they reported injected drug use; urines were also screened for drugs during

the study. Seven of 12 male spouses of female AIDS patients and 41 of 88

female spouses of male AIDS patients were HIV positive, indicating that

sexual transmission by HIV-infected/injected drug abusers is a significant

route of transmission into the non-injected drug-abusing heterosexual

population.

A major concern in the AIDS area involves the effects of certain drugs and
of medications used in drug abuse treatment on immune function. If these

drugs affect immune function, they may contribute to HIV infection and
disease progression. Immunological research is under way to study how
certain drugs affect the immune system and how these effects interact with

HIV in determining vulnerability to initial infection and the disease manifes-

tations of HIV. Immunological factors influencing the vulnerability of drug-

using ethnic/racial populations are particularly important. Such studies in

these populations will try to separate other manifestations ofthe drug lifestyle

(e.g., malnutrition and other infections) from primary effects of the drugs
and HIV.

Because of the high frequency ofAIDS among injected drug abusers and
homosexual men who have reported using large amounts of drugs before

developing AIDS, some investigators have speculated that drug abuse may
expedite the disease process or lead to specific outcomes, such as Kaposi's

sarcoma, non-Hodgkin's lymphoma, or extrapulmonary tuberculosis (TB), all

ofwhich, along with a number ofother conditions, are regarded as AIDS-defin-

ing illnesses. Some hypotheses presume that certain drugs act as immunosup-
pressants and add to the immunosuppression induced by HIV. Some speculate

that alcohol and other drugs decrease one's ability to resist risky sexual or

needle-sharing behavior that could result in HIV infection.

Alcohol is another risk factor for AIDS. It has been established that many
injected drug users are also heavy alcohol users. Consequently, it is possible
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that alcohol is involved in the etiological connection of injected drug use with

AIDS. Evidence also suggests that heavy drinking is part of many
homosexuals' lifestyles. Alcohol thus may be involved in the etiological con-

nection ofhomosexual behavior and AIDS (Room 1985).

The high prevalence of alcohol abuse among homosexuals, its damaging
effects on the immune system, and its possible potentiation ofHIV may be the

link between alcoholism, homosexuality, and AIDS (Molgaard et al. 1988). No
direct evidence implicates alcohol use and the development ofAIDS. However,
because alcohol and other drugs can inhibit the immune system, it is

reasonable to consider potential mechanisms through which these agents

could modify the interaction of HIV in the body (MacGregor 1987).

A 1990journal article on the association between alcohol consumption and
AIDS concluded that chronic heavy drinking or alcohol consumption levels

consistent with alcohol dependence or alcohol-related liver disease damage
the immune system. In addition, several studies indicate that alcohol con-

sumption is associated with high-risk sexual behavior. Accordingly, although

evidence does not support the conclusion that alcohol is a cofactor in the course

of AIDS-related illness, drinking appears to be a risk factor for potential

exposure to HIV infection and for relapse into high-risk sexual activities

(Plant 1990).

Current Status

To make a reasonable estimate of the number of drug abusers who are at

risk for AIDS from needle sharing, it is important to define the population

being counted. Unfortunately, the definitions used to make these estimates

are not consistent. The original Public Health Service estimate ofinjected drug
abusers made in 1986 at a meeting in Coolfont, W.Va., defined "regular" users

as individuals who inject at least weekly and "occasional" users as those who
inject drugs less often than weekly but more than once or twice. The Coolfont

estimate listed 750,000 regular users and at least as many occasional injected

drug abusers. It is not clear how these estimates were derived.

The National Association of State Alcohol and Drug Abuse Directors es-

timates the number ofinjected drug abusers by asking each State alcohol and
drug agency to provide the total number of injected drug abusers in the State

and to indicate the basis for its estimate. Thirty-five States, the District of

Columbia, and Guam provided estimates for 1987; the total number ofinjected

drug abusers they estimated was 1,394,553. Twenty State agency respondents

reported that the estimates were based on "informed guesstimates"; the others

reported estimates based on some relevant data. For example, New York State

reported 260,000 injected drug abusers based on data collected from drag
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abuse programs and other services used by injected drug abusers—such as

emergency rooms and obstetrical services—where drug abuse may be iden-

tified. It also estimated that 260,000 heroin abusers used some services in New
York State in 1987. The estimates assume that mostheroin users are injectors

and that the number of heroin abusers who do not inject is counterbalanced

by the number of injectors of other drugs.

In 1986, a research program was initiated to evaluate this hypothesis

related to the natural history of HIV infection among drug abusers and to

compare the progression of the disease observed in drug abusers with that

observed in other populations. In these studies, investigators are searching

for cofactors. Ifsuch cofactors exist, findingthem will aid in the understanding

of the pathogenesis of AIDS and may lead to strategies to prevent HIV
infection and/or slow the progression of clinical disease.

For example, it is becoming increasingly clear that a cofactor is present in

the development of Kaposi's sarcoma in AIDS. The cofactor appears to be

highly associated with the homosexual male lifestyle, to be on the decrease

among homosexual men with AIDS, and to occur more commonly among
White homosexual men on the East and West coasts than among African-

American and Hispanic homosexual men. The cofactor does not appear to be
bloodborne or sexually transmitted. Nitrite inhalants have been proposed as

the possible cofactor and as an explanation for the unique epidemiology ofthis

cancer in HIV disease.

Longitudinal studies ofcohorts ofinjected drug abusers are beingconducted
by epidemiologists, infectious diseases physicians, psychopharmacologists,

psychiatrists with drug treatment backgrounds, and social scientists with

prior experience in conducting drug abuse research. These studies are follow-

ing more than 20,000 subjects recruited from drug treatment programs, the

criminal justice system, other institutions such as sexually transmitted dis-

ease clinics and hospitals, and/or "the street." Psychosocial characteristics,

risk behaviors, medical history, neuropsychological and neurophysiological

measures, physical examination, and clinical assessments are being
evaluated. Other studies are assessing risk behaviors of female sexual

partners ofinjected drug abusers. Study results will suggest various interven-

tion foci and future research initiatives.

Blinded and unblinded HIV seroprevalence surveys of entrants to drug
treatment have been undertaken in communities across the United States to

assess the spread ofinfection among injected drug abusers, and this effort will

be expanded to other communities. Special studies on patterns ofdrug use and
drug treatment among injected drug abuser AIDS cases are also being under-

taken. And epidemiological studies are being supported to define the mag-
nitude, character, and preventability of HIV-related tuberculosis among
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injected drug abusers so that effective intervention strategies can be
developed.

Adolescents and HIV/AIDS

The passage through adolescence includes a new and dangerous challenge:

avoiding infection with the human immunodeficiency virus (HIV) and its

likely consequence, acquired immunodeficiency syndrome (AIDS). An un-

known, but probably significant, proportion of youth targeted for AOD use
prevention efforts is likely to be at risk for HIV infection as well as for use of

alcohol and other drugs. For adolescents aged 15 and older, HIV infection is

most likely to spread the same way it does in adults—through the sharing of

contaminated drug injection instruments and through sexual contact with an
infected person. AIDS experts fear that adolescents may be the next "hot spot"

in the epidemic (Squires 1989).

Figures specific to adolescents are sparse. In June 1989, youngsters aged
13-19 years represented less than 1 percent of the AIDS cases. An earlier

analysis ofadolescentAIDS cases by the Centers for Disease Control indicated

that 54 percent were from five States and Puerto Rico, with 74 percent from

urban areas of 1 million or more residents. Despite the seemingly low in-

cidence of AIDS among adolescents, three points are worthy of note—and
cause for alarm:

• The number of teenagers with AIDS is doubling each year.

• The population aged 20-29 accounts for 21 percent of all AIDS cases in

the United States: because the average time lapse between infection

and manifestation ofsymptoms is 9.8 years, many ofthese people were
probably infected during their adolescent years.

• The epidemiology of the disease is different for adolescents than for

adults.

Unfortunately, a very high proportion of the young people who are at

increased risk for AOD-related problems have behavioral characteristics that

increase their likelihood of developing AIDS.

Drug Use

Drug use places individuals at risk for HIV infection in several ways.

Sharing uncleaned needles and other drug injection instruments with infected

persons is the major risk. The National Institute on Drug Abuse (NIDA)
estimates that there are between 1.1 and 1.3 million injected drug users in

the United States and that 70-90 percent share injection equipment (Mantell
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and Schinke 1988). Currently, HIV-infected drug users are primarily young
males, aged 20-29, who are sexually active and have multiple partners

(Schoenbaum et al. 1989). An estimated 23 percent of the adolescents with

AIDS in New York City (Squires 1989) are injected drug users.

But the use of drugs can be a risk factor in the spread ofAIDS even ifthe

drugs are not injected. Drug use can increase risk for HIV infection by
loosening inhibitions and increasing the likelihood that adolescents will

engage in prostitution and unprotected sex (Moscicki et al. 1988). Specifically,

the increasing use of crack cocaine among adolescents—about 5 percent of

high school seniors (Johnston et al. 1989) and almost 1 percent of teens aged
12-17 represented in a national household survey (NIDA 1989a)—has led to

increases in exchanging sex for drugs or money (Squires 1989).

Use of illicit drugs among adolescents has been declining. However, the

1990 High School Senior Survey (Johnston et al. 1991) indicated that 48
percent of seniors had used illicit drugs at some time in their lives; 1.3 percent

had used heroin and 9.4 percent, cocaine—the two drugs most likely to be

injected. The 1991 National Household Survey on Drug Abuse (NIDA 1991)

showed that 22.7 percent of individuals aged 12-17 had used illicit drugs

sometime during their lives; 2.6 percenthad used cocaine, and 0.7 percenthad
used heroin. Other studies show that among adolescent groups likely to be out

of school, such as runaways and incarcerated youth, reports of injected drug
use range from 7 percent in Dallas (Haley et al. 1989) to 10 percent in Los
Angeles (Huscroft et al. 1989) and 12.9 percent in San Francisco (DiClemente
and DuNah 1989).

Groups at Highest Risk forAIDS

The major factors that place people at risk for HIV infection—unprotected

sex and snaring drug injection instruments and needles with HIV-infected

persons—are concentrated in populations that are also at risk for alcohol and
other drug use: ethnic/racial youth, runaway and homeless youth, delinquent

and incarcerated youth, and sexually abused youth. These groups are

described as follows:

• Ethnic Iracialyouth. These young people are disproportionately repre-

sented in the AIDS population. African Americans comprise 12 percent

ofthe general population, while African-American youth represent 35
percent of the adolescent AIDS cases. Similarly, Hispanic youth com-
prise only 6 percent ofthe general population but 18 percent ofthe teen

AIDS patients (NAN Multi-Cultural Notes on AIDS Education and
Service 1989). Asian and Pacific Islander Americans and American
Indians do not appear to be overrepresented in the AIDS population,

according to 1989 figures from the Centers for Disease Control (1989).
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• Runawayand homelessyouth. About 1 million teenagers run away from
home each year. Moreover, 1988 estimates from the U.S. Department
of Health and Human Services indicate that 187,500 runaways are

involved in illegal activities—including drug use, prostitution, and
solicitation—that are likely to increase their risks for HIV infection

(U.S. Department of Health and Human Services 1986). Even
runaways who are not involved in drug use or prostitution are at

increased risk ofhaving sex with an injected drug user (Hersch 1988).

Anonymous HIV tests conducted at Covenant House in New York City

showed that more than 7 percent of street youngsters tested positive

for HIV infection (NAN Multi-Cultural Notes on AIDS Education and
Service 1989).

• Delinquent and incarcerated youth. A substantial number of adoles-

cents are involved with the criminaljustice system. Youth involved with

the legal system appear more likely than those who are not to be
sexually active and involved in injected drug use. For example, among
417 incarcerated youth aged 15-17 in Los Angeles, 90 percent were
sexually active. Casual sex with multiple partners was common, con-

dom use was rare, and small percentages engaged in anal or oral sex.

One-half ofthe youth admitted to drug use, and 10 percent admitted to

injected drug use (Huscroft et al. 1989).

• Sexually abused youth. One study of teen inpatient AOD users found

that 42 percent of males and 90 percent of females reported being

sexually abused (Roshenow et al. 1988). While the research literature

does not yet address risk for HIV infection through sexual abuse, the

potential risk may be worthy of some attention among prevention

workers. Rates of sexual abuse ofchildren and youth are high; the HIV
status of their abusers is unknown.

OSAP has also developed recommendations for using communication tech-

niques to reach women who live in high-risk environments and are at great

risk for developing AIDS because of their lifestyle choices or their injected

drug use.

AIDS andAOD Prevention

AOD use prevention programs are in an excellent position to take a lead

role in AIDS prevention among youth. AIDS prevention can be effectively

integrated with AOD use prevention efforts using many available resources.

Staff will need to become knowledgeable about HIV/AIDS and how it can be

prevented. However, by using their skills in coordinating with other com-

munity resources as well as those resources they use in working directly with

youth, AOD use prevention staff can reach youngsters at risk for HIV/AIDS,
communicate sensitive information about risky drug and sexual behaviors (in



110 DRUGABUSEAND AIDS: CLINICAL EPIDEMIOLOGY

accordance with community values), motivate youth to change attitudes and
behaviors that place them at risk, and help them sustain positive behavior

changes. AOD use prevention programs can, in fact, lessen the likelihood that

adolescents will become the next "hot spot" in the epidemic.

Future Directions

From early observations, it is apparent that seroconversion rates and rates

of progression to AIDS are low (e.g., New York City, a high seroprevalence

area, is yielding 7 percent per year seroconverters) and so will produce small

numbers of cases from currently funded studies. Methodological approaches

other than the longitudinal prospective design should be planned to determine

and more intensively examine those factors associated with seroconversion

and the onset ofAIDS-related symptoms and illnesses.

Furthermore, most of our efforts have focused on needle-related transmis-

sion amongheroin abusers recruited through methadone treatment programs.
This focus has underplayed injection of cocaine, amphetamines, steroids, and
other drugs, as well as sexual transmission routes. Studies should be
broadened to increase our understanding ofHIV transmission.

Cognitive, neuropsychological, and neuropsychiatric problems have been
identified in some studies as possible early manifestations of HIV disease in

injected drug abusers, leading eventually to fully developed AIDS-dementia
complex. It will be important to understand the extent ofimpairment through
tests of visual memory, psychomotor speed, and frontal lobe function in

HIV-infected patients.

The rapid spread ofHIV infection and AIDS has made special demands on
researchers, planners, and policymakers seeking to understand this pan-

demic. A major demand has been for rapid development of efficient and useful

models for understanding AIDS and predicting the burden, in terms of lives

lost and economics, on our society. To meet this challenge, AIDS modeling
grants are exploring extant data sets to determine their strengths and weak-
nesses in answering basic questions about the spread of AIDS. Where gaps
are seen in these data sets, recommendations will be made for upgrading
them.

Although almost all AIDS/drug-abuse research is focused on the injected

opiate user, it is apparent from other epidemiological research and eth-

nographic studies that drug abusers are not "single-drug" users or even
"single-route" users. There is consistent evidence that cocaine—used intra-

venously alone or with heroin, or smoked—is becoming a primary drug of
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abuse. Other drugs, such as crack cocaine and amphetamines, as well as

alcohol and marijuana, are also used extensively by drug abusers.

Information regarding HIV seroprevalence among those using drugs by
routes other than injected is sparse. It is clear that many drug abusers today

are polydrug users. Sexual transmission—both homosexual and
heterosexual—clearly occurs and is likely to spread rapidly even among
sexually promiscuous drug abusers who do not inject drugs or share needles.

Our research mustreflect these real-life patterns and examinehow drug abuse
and its associated sexual behavior affect HIV transmission.

Special areas of consideration might include

—

• heterosexual and homosexual transmission among needle users and
others (e.g., persons who exchange sex for crack cocaine),

• condom use and other forms of contraception to inhibit disease spread,

• special emphasis on prostitute studies, including heterosexual and
homosexual prostitutes (e.g., male prostitutes who cater to bisexual and
homosexual men and also to women),

• sexual behavior of abusers of depressants (e.g., opiate and alcohol) as

compared with that of abusers of stimulants (e.g., cocaine and am-
phetamines), and

• issues concerning family-planning decisions among drug abusers and
their spouses.

A number of diseases other than AIDS, including hepatitis, endocarditis,

and tuberculosis, are also closely associated with injected drug abuse. For

instance, one longitudinal epidemiological study revealed that injected drug

abusers with latent TB infection who are also infected with HIV are at

relatively high risk ofdeveloping clinically active TB, compared with injected

drugabusers with latentTB infection without HIV infection. Recent outbreaks
of syphilis and gonorrhea have been associated with abuse of cocaine (par-

ticularly crack cocaine). Adverse fetal and child developmental effects may
result from maternal drug use during pregnancy. Learning more about how
some diseases affect drug abusers more commonly than they affect the general

population may influence some individuals to refrain from abusing drugs. And
by focusing more attention on those diseases, drug treatment programs may
become more sensitive to the medical needs of clients; this, in turn, should

make drug treatment more attractive to drug abusers and enhance treatment

retention.

In the past, little research has been conducted in these areas. Research is

needed on (1) the prevalence and natural history ofinfectious diseases among
drug abusers, (2) the effectiveness ofmedical interventions in preventing and
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treating these illnesses, and (3) the impact ofproviding treatment for medical

conditions on drug treatment recruitment, retention, and relapse. It will be
important to recruit researchers from a variety of disciplines into the drug
abuse field to investigate these clinical research issues.

Research is also needed on aspects ofHIV exposure (e.g., critical times and
intensity of exposure, route of exposure, and viral genetic variants) and on
cofactors that determine the vulnerability to infection, affect further trans-

missibility of the illness, and influence the clinical course ofthe disease (e.g.,

drug abuse history and drug usage at the time ofviral exposure). Differences

in vulnerability to infection, manifestations ofthe disease, and clinical course

may be studied in various subgroups ofdrug abusers to determine the factors

or cofactors that account for the variability.
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CHAPTER 5

Drug Abuse and AIDS: Prevention

Barry S. Brown

The spread ofacquired immunodeficiency syndrome (AIDS) among injected

drugabusers and their sexual partners and children has posed new challenges

to those involved in the delivery of health and social services and to those

engaged in research in the fields of drug abuse and public health. The crisis

calls for a broad array of basic and applied research efforts, as well as for

innovative strategies forreachingthese often elusive populations and motivat-
ing them to change the drug use and sexual practices that place them and
others at risk for human immunodeficiency virus (HIV) infection and related

illnesses.

Community-based outreach and intervention demonstration research

programs have been instituted to combine strategies for slowing the spread of

HIV infection with a research program to clarify the efficacy of various

outreach and intervention initiatives for different populations. Typically,

these initiatives rely on outreach staffs that know and are known within their

communities. It is their task to locate individuals at high risk who might
otherwise be overlooked in prevention efforts, especially injected drug abusers
who are not in contact with the drug treatment system or other traditional

service delivery systems. Additional outreach staff are responsible for reach-

ing women who do not know or have not acknowledged that their sexual

partners are injected drug abusers and who thus threaten themselves and
their unborn children with AIDS. By bringing innovative and culturally

appropriate preventive interventions into the community, these programs
create the potential for modifying drug use and sexual practices that place the

individual and the community at risk. Through current research efforts, we
are gaining an understanding of the characteristics and functioning of these

populations, the nature and extent of their risk-taking behaviors, and the

prevention strategies that are and are not effective in reducing high-risk

practices and promoting healthier lifestyles.

There is a need to clarify the characteristics and behaviors ofinjected drug

abusers outside treatment, particularly those who are vulnerable to HIV
infection because oftheir intimacy with other injected drug abusers. Study of

their peer relationships, contacts with health care/social service and criminal

justice agencies, needle- and drug-using behaviors, and sexual practices is

essential to the development ofprogram and policy initiatives in response to
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the AIDS epidemic. A knowledge of prevention strategies that can stem the

spread ofHIV within communities is of obvious significance.

Historical Perspective

In recent years, it has become clear that the HIV infection rate has been

slowing among homosexual and bisexual males but increasing rapidly among
drug abusers and their contacts. The overall effect remains a net increase.

Almost one-quarter of the AIDS cases reported to the Centers for Disease

Control (CDC) for 1987 occurred in individuals who had used drugs in-

travenously; for 1988, that figure rose to 30 percent. Most heterosexual and
pediatric AIDS cases are related to injected drug abuse.

At this stage, we have neither a satisfactory treatment for AIDS nor a

vaccine. Prevention can occur only ifindividuals change what are often deeply

rooted, culturally supported, private behaviors. In the case of injected drug

abusers, these behaviors may include unsafe sexual practices as well as

risk-laden needle usage. Research suggests that injected drug abusers who
are seropositive are more likely to inject daily and to share needles with a

number ofpeople. However, research also suggests that injected drug abusers
will modify risk behaviors to lessen their chances ofbecoming infected.

Yet those with even limited exposure in the field of drug treatment and
prevention are keenly aware ofthe difficulties involved in trying to change the

drug behaviors of injected drug abusers. Risk taking is a part of their daily

lives, and AIDS is an additional threat to life. Because injected drug abusers

are engaged in a behavior that is not only stigmatized but also illegal, it is

difficult for them to organize themselves to support and direct behavioral

change within their own community. Thus, injected drug abusers—as com-
pared with homosexuals—lack political and voluntary organizations, their

own press, and an established system of support and resource programs. To
a much greater degree than is the case for homosexuals, programs to change
behavior must be brought to the injected drug abusers and to the communities
they place at risk.

The development of outreach/intervention (i.e., prevention) programs for

injected drug abusers must take account ofepidemiological findings regarding

rates of HIV infection in that population. Rates of AIDS associated with

injected drug use are far higher amongAfrican Americans and Hispanics than
among Whites and are greatest in the Northeast.

Social and physical environments must also be considered in developing

prevention strategies. For example, in some New York City neighborhoods
where abandoned buildings are readily available, injection instruments may
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be shared by more than 100 individuals a day in "shooting galleries" that use

rented needles. Injected drug abusers in other communitiesmay share needles

within small friendship circles. Also, access to sterile injection equipment, as

well as the criminal penalties for possessing or using such equipment, vary

from place to place, as does knowledge about risk for HIV infection among
injected drug abusers. Such variations point to the need for prevention

strategies appropriately tailored to different social contexts and groups.

Injected drug abusers who have entered drug treatment programs have
taken a major step toward limiting their own and their communities' risk for

AIDS. Treatment programs routinely offer educational programs and
materials designed to increase understanding ofAIDS and its threat, as well

as provide the path to a changed lifestyle that need not include drug use. Much
of the educational programming is grounded in training programs for treat-

ment staff. However, although treatment programming is essential, there is

still aneed to look beyond the present drugtreatment system in light ofseveral

realities: (1) an estimated six out of every seven drug abusers are not in

treatment; (2) many could not be, even if they wished to be, since there are

reported to be waiting lists in many urban areas in the United States—par-
ticularly in cities in the Northeast; and (3) even ifenough treatment slots could

be created, many injected drug abusers would fail in treatment and relapse to

drug-taking behaviors.

Current Status

In 1986 and 1987, several research efforts were initiated to prevent HIV
transmission and reduce drug abuse among injected drug abusers. One of

these was the National AIDS Demonstration Research (NADR) Project to

implement and evaluate different outreach, AIDS education, and behavioral

change intervention methods targeted to injected drug abusers not in drug
treatment and to their sexual partners. In this project, interventions also

included voluntary HIV antibody testingwith pretest and posttest counseling,

and referral to needed community services—especially drug treatment.

Similar national demonstration research programs were funded in September
1988, and greater emphasis was placed on reaching pregnant women, pros-

titutes, and runaway or homeless youth who are injected drug abusers or

sexual partners of injected drug abusers.

Currently, demonstration research programs are operating through 29

grants and 12 contracts in 63 sites throughout the mainland United States,

Hawaii, and Puerto Rico; these programs are located primarily in cities with

the highest reported numbers ofAIDS cases. At-risk individuals are reached

on the streets in areas ofknown drug trafficking, through the criminal justice

system, in hospital emergency rooms, through community-based treatment



120 DRUGABUSEAND AIDS:PREVENTION

programs, in runaway and homeless shelters, in housing authority programs,

and through health and social service agencies. All participants receive a

standardized structured interview schedule at intake. This interview schedule

collects information about behaviors related to drug and needle use, sexual

practices, use of community health and service agencies, mobility, HIV test-

ing, health status, knowledge regarding AIDS and means of infection, and
demographic characteristics. After baseline data are collected and HIV testing

is made available, participants may be randomly assigned to either a "stan-

dard" or an "enhanced" intervention and reinterviewed at 6-month followup

to assess changes in behaviors and knowledge.

The standard intervention is typically comprised of an AIDS educational

session with referral for needed community services. The enhanced interven-

tions involve a didactic session but include any ofseveral additional initiatives

as well. Those initiatives may include the following:

• Individual and group counseling, in which individuals are encouraged

to change current behaviors and adopt alternatives to them.

• Couples counseling, in which injected drug abusers and their sexual

partners are jointly aided to understand the risks of injected drug use

and explore alternative behaviors.

• Cognitive skills training, in which at-risk individuals are aided both to

explore means-ends relationships and consequences as related to their

own behaviors and to develop and test out alternatives; frequently,

cognitive skills building is conducted following efforts to induce

participants' greater awareness and concern about their own vul-

nerability.

• Development of peer networks that support participants' efforts to

reduce risk of HIV infection through encouragement and, as ap-

propriate, confrontation.

• Social skills training in which sexual partners, in particular, are helped

to explore and test strategies for asserting their own needs and for

modifying the behaviors of others who place them at risk for HIV
infection.

Baseline and followup instruments were developed collaboratively with
project staff and other experts in the field. The interview data are supple-

mented both by HIV test results and by in-depth qualitative and quantitative

ethnographic and program process data. The process and ethnographic data

are linked to participant data to provide a clear understanding of the target

populations and their communities, the interventions, and program effective-

ness.
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To permit effective and efficient collection, monitoring, and analysis offield

information, the National Institute on Drug Abuse (NIDA) established a

national data coordinating center in September 1987. The center electronical-

ly collects all interview data, conducts quality control checks, processes the

data, and provides NIDA with the analyses required for program monitoring,

policy development, and planning. The center also provides standardized

interviewer training, coordinates field reliability and validity studies, and
integrates both ethnographic findings and process evaluation data.

The NADR Project has begun to yield important findings on injected drug
abusers not in treatment and on their sexual partners. Analyses of data
received through March 1989 represent responses of 4,824 injected drug
abusers to the baseline interview schedule administered in 18 programs
between mid-1988 and February 1989. The majority ofprogram participants

are male (73 percent), African American (41 percent) or Hispanic (35 percent),

under the age of 35 (56 percent), have at least a high school education (54

percent), and were not employed at the time ofinterview (55 percent). Illegal

activities are a major income source for 27 percent. As expected, heroin,

cocaine, and "speedball" (heroin and cocaine mixed together) are the drugs
most often injected.

Data on behaviors during the 6 months before the interview show that most
ofthese 4,824 subjects were engaging in high-risk behaviors. Needle sharing

was particularly widespread. Among male and female injected drug abusers,

81 percent and 80 percent, respectively, shared needles and 68 percent and
59 percent, respectively, reported sharing with two or more people. About
three-fourths ofthemen (77 percent) and women (72 percent) reported renting

or borrowing needles, while only about a third either used new needles or

always cleaned their needles with bleach. Overall, during the 6 months prior

to the interview, 48 percent of the men and 40 percent of the women shared
needles with two or more persons, rented or borrowed needles, and did not

always use new or bleach-cleaned needles. Thus, nearly half of the injected

drug abusers were engaged in several behaviors, any one ofwhich would place

them at significant risk for HIV infection.

Data on sexual practices show that only 10 percent ofthe male injected drug
abusers and 15 percent ofthe females "always" used condoms while engaging

in sex, and that 29 percent of the men and 32 percent of the women had two

or more injected drug abusers as their sexual partners. Further, 26 percent of

the men and 17 percent of the women had engaged in anal sex during the 6

months preceding the interview. While condom use was higher among those

with multiple partners, only 14 percent of this group always used condoms
during anal sex (compared with 11 percent ofthose engaging in anal sex with

a single partner). Nine percent ofmen and 7 percent ofwomen engaged in anal

sex without condoms and had multiple injected drug abusing partners during
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the preceding 6 months. However, 20 percent of males and 15 percent of

females reported no sexual activity during that time. Of those injected drug

abusers considered at high risk because of their sexual practices, 86 percent

ofmen and 83 percent ofwomen were also considered at high risk with respect

to needle use.

Among these injected drug abusers, high levels ofunsafe needle practices

were found to be significantly related to self-reported hepatitis, as were high

levels of unsafe sexual practices to self-reported syphilis. These findings

indicate support for the accuracy ofinjected drug abusers' self-reports ofrisk

taking.

Preliminary findings from 776 non-injected drug-abusing female sexual

partners of injected drug-abusing males show that these women, like female

injected drug abusers, were likely to belong to ethnic/racial populations (66

percent were African American, 20 percent Hispanic), were in their childbear-

ingyears (82 percent were under age 39), and engaged in unprotected sex (only

2 to 9 percent always used a condom while engaging in various sexual

practices, including vaginal, oral, and/or anal sex). Although they were not

injected drug abusers, a majority of these women risked compromising their

immune systems andjudgmentby use ofalcohol and other drugs. For example,
71 percent used alcohol (20 percent used it daily), 57 percent used marijuana

(15 percent daily), and 56 percent used cocaine (25 percent daily).

The reports from both injected drug abusers and their sexual partners

indicate that these groups knew about AIDS at the time of the interview but
continued to engage in high-risk behaviors. This finding is consistent with

other findings from health education research. Knowledge alone is not suffi-

cient to induce behavioral change.

In addition to the above demonstration projects, research projects are

supported to evaluate various approaches to preventHIV transmission among
injected drug abusers. One area of investigation focuses on improving the

effectiveness of drug treatment for injected drug abusers (see the section on

treatment above). Additional interventions studied include efforts to help

injected drug abusers and their sexual partners reduce high-risk behaviors.

Examples of such interventions include social learning approaches (whereby

skills are learned through observation and imitation), cognitive behavioral

approaches (which focus on developing awareness of behavioral conse-

quences), and self-help/efficacy approaches (which focus on mastery ofa series

of steps or practiced scenarios to achieve behavioral efficacy). Skills are

developed in such areas as assertiveness, needle cleaning with bleach, and
proper use ofcondoms. These studies measure the effects ofthe interventions

on knowledge, attitudes, beliefs, intentions, and/or behaviors. Outcome
measures include psychometric test data, self-report questionnaires, skills
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demonstration, AOD screening, tests of immune function, and HIV antibody

status.

In addition, several investigators are evaluating the effects ofHIV testing

and are focusing on social/community interventions in various ethnic/racial

populations. HIV testing and counseling of injected drug abusers in

methadone programs is being initiated in several sites. A few projects train

injected drug abusers who will not enter drug treatmenthow to clean syringes

between uses. Two grants are developing nonreusable syringes; if such sy-

ringes can be developed and successfully marketed in place of existing syrin-

ges, this technology could reduce needle sharing and thereby reduce HIV
transmission. The results ofthese grants should help determine the effective-

ness of a variety of approaches to decrease HIV transmission among injected

drug abusers and start identifying populations in which specific approaches

are more or less effective.

The NADR Project is now beginning to report early findings regarding the

efficacy of their interventions. Programs in New York City, Chicago, San
Francisco, San Diego, Laredo, and San Juan have reported successes in

outreach—that is, in locating injected drug abusers not in treatment and their

sexual partners—and have identified impediments to effective outreach and
ways to overcome them. Programs in New York City, Chicago, Houston,

Miami, and San Francisco report reductions in risk behaviors associated with

needle use. At the Fifth International Conference on AIDS (held in Montreal
in June 1989), significant changes in risky behaviors related to AIDS trans-

mission were reported from survey data collected during the previous 2 years.

Safer needle hygiene practices increased from 39 percent to 70 percent

internationally, and condom use increased from 23 percent to 42 percent

between 1987 and 1988. New York reported similar changes, with the mean
monthly number of drug injections declining from 34 to 10. Of those in the

same survey who reported having had sex during the year before the first

interview, 36 percent used a condom at least once. This percentage increased

to 53 percent following contact with the outreach project team, demonstrating

the efficacy of the intervention. Outreach intervention programs in Laredo,

San Diego, and San Juan reported decreases in both unsafe needle use and
unsafe sexual practices in all three cities between the 6 months before the first

interview and the 6 months after the initial interview and program interven-

tion. Over time, these and the many other ongoing programs will help us to

understand better the needs and functionings of target populations, the

differences between subcultures that require special programmatic ap-

proaches, and strategies that work most successfully in locating different

groups and engaging them in behavioral change.
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Future Directions

Prevention research will proceed along two lines of inquiry and action.

First, the existing data base—the largest available on injected drug abusers

and their sexual partners—will continue to expand. The continuous monitor-

ing ofthe behaviors and characteristics ofthose populations, using consistent

measures, is crucial to the development of an informed Federal response.

Thus, risk-taking behaviors will continue to be assessed nationally and by
region, by gender, and by ethnic/racial population to document and report

progress in stemming this epidemic.

Second, issues underlying resistance to changes in behavior that can reduce
the risk ofAIDS will be explored further, and the rigorous study ofbehavioral

change strategies designed to promote risk reduction will continue. In par-

ticular, it will be important to emphasize youthful runaway populations,

drug-using prostitutes, and drug-involved homeless people as special popula-

tions.

Between October 1988 and the present, the evaluative research design to

be used in assessing the efficacy of interventions has been refined, and the

development and documentation of interventions that show promise for in-

ducing behavioral change have been stimulated. Thus, the scientific rigor of

these demonstration projects has been enhanced, as has their ability to chart

their own research path. National and regional meetings have been convened

to focus on specific tasks and develop recommendations regarding research in

this area.

Specific action has been taken to accomplish the following:

• Develop and standardize closed-ended interview schedules that are

administered at fixed intervals before and after intervention at all sites.

Interviewers are trained and supervised to ensure consistency.

• Develop and implement quality control checks for interview data.

• Conduct reliability and validity tests ofthe instruments in use. Validity

testing is ongoing and includes checking the consistency of responses

to related items in the interview schedule and obtaining additional data

on subjects' behaviors to relate to data obtained from interviews.

• Prepare manuals and associated documentation by projects to ensure

consistency in the administration of interventions and to permit

replication of those interventions initially found to be effective. Find-

ings will be communicated byNIDA to the drug abuse and public health

research and service communities and will be used to update AIDS-
related training programs.
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In addition, the following have been achieved:

• Standard outcome measures have been developed for use across all

projects and for all interventions.

• Standards are in place for reporting Western-blot HIV antibody test

results by band (to allow for reanalysis should new methodologies be

developed for interpreting band results).

• A manual has been developed to assist programs in sampling and
locating individuals for followup interviews.

Summary

The strong research base that has already been constructed will be further

developed by (1) continuing to monitor behaviors and characteristics of per-

sons at risk for AIDS by virtue of injected drug use or intimate sexual

association with injected drug abusers, and (2) conducting studies that allow

more effective strategies for intervening with at-risk populations to contain

the spread of the virus. In these ways, research can guide both policy and
program in the area ofAIDS prevention.
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